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PREFACE 


When we set out to write this book, we wanted to write a definitive work 
on the treatment of persistent depression with cognitive therapy. For some 
disorders, the development of cognitive therapy based on the cognitive 
model seems to have ‘sewn up’ treatment of the disorder in many cases. 
For example, for many patients with panic disorder, addressing the fac- 
tors described in the cognitive model using the techniques recommended 
results in remediation of the problem with minimal risk of relapse. Such an 
approach to persistent depression would be welcome indeed. With this pos- 
sibility in mind, we made heavy weather of describing cognitive therapy 
for persistent depression. It seemed that perhaps we were doing exactly 
what many patients with persistent depression do: having set our sights on 
an impossible ideal, we were thrown back by the disappointment of failing 
to live up to it. A different approach was needed. Therefore, the book does 
not present ‘the answer to chronic depression’. Rather, it describes some of 
the ideas and experiences that were successful in endeavouring to develop 
and apply the therapy with many patients over the years...and some of 
our interventions that did not result in the desired or anticipated outcome. 


We believe our difficulty highlights something important about the nature 
of persistent depression. For more acute disorders, acquiring clinical ex- 
perience enables the clinician to home in on the one or two factors that are 
most important in addressing the patient’s problems. Working with per- 
sistent depression, increasing experience seems to have the reverse effect. 
As the clinician sees more patients or gets to know each individual better, 
they become more and more aware of an increasing number of factors, 
all of which seem to be contributing to the problems. These include not 
only intrapersonal, cognitive, behavioural and emotional factors, but also 
interpersonal, relational, environmental, biological, historical and cultural 
factors. If this impression is correct, we will have to accept that no single 
approach to the treatment of persistent depression is likely to be universally 
successful. In presenting a cognitive approach to treatment, we have tried 
to balance focusing on cognition with acknowledging the role of many 
other factors. Therefore, we aim to consider the role of cognition among 
the plethora of factors contributing to the persistence of depression, to 
describe how to minimise the ways that all these factors may undermine 
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cognitive change and to suggest how cognitive changes may bring about 
changes in the wider sphere. We assume that patients might also benefit 
from biological, interpersonal and social approaches to which we do not 
give great attention here. 


It would be remiss to present such an approach without considering the 
values on which it is based. In working with individuals with persistent 
depression, the clinician will repeatedly be faced with patients’ convic- 
tion that the therapy will not ‘work’. Given that previous treatments 
received by these patients may have met with little success, a concern to 
demonstrate the effectiveness of this treatment must be central. Demon- 
strations of the effectiveness of therapy have played a vital part in the 
development and success of cognitive therapy generally. The approach we 
describe arose within this framework of a commitment to implementing 
treatments of established efficacy. The approach was developed for use 
in a randomised-controlled trial of cognitive therapy for patients with 
persistent depressive symptoms following treatment with medication 
(The Cambridge—-Newcastle Depression Study, see Paykel et al., 1999). As 
well as drawing on our clinical work in the NHS, many of the examples 
given in this book draw on our experiences in treating patients in that 
study. The beneficial outcomes in that study (see Chapter 12) give us some 
confidence in presenting the procedures we used in the therapy. 


However, when working with persistent depression, the possibility that, 
for at least some patients, therapy may not result in the desired level of 
improvement remains all too real. To view the effectiveness of treatment 
as the only important value underlying it would put both patient and 
therapist in a very vulnerable position. If both parties are desperate for 
the therapy to work, the resulting pressure can even work against the 
chances of improvement. An exclusive obsession with outcome, as is often 
seen in the current interest in evidence-based medicine, can therefore be 
counterproductive. In his ground-breaking work on chronic depression, 
McCullough (2000) emphasises the importance of the opportunity in 
therapy for chronically depressed patients to engage with a decent, car- 
ing human being. We believe this valuing of human care and decency is 
as important when working with persistent depression as concern about 
outcome. Without the latter, professed care and decency can ring hol- 
low. However, we assume that embracing values of respect and care for 
depressed individuals, whatever the outcome or effectiveness of treatment, 
is of paramount importance. We hope that our presentation of this approach 
will contribute to the care and decency afforded to depressed patients, 
rather than to the competitive fervour often present in health care systems. 


This is particularly important given that the kind of problems we address 
in this book seem to be increasingly typical of those most commonly seen 
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in psychological treatment settings. Many clinicians report that they are 
seeing more and more chronic and complex cases in their clinics. For many 
psychological therapists, it seems to be something of a rarity to see a case 
of acute depression, with a recent onset following long periods of good 
functioning. This may reflect the success of antidepressant medication 
in primary care in treating those acute cases, combined with increasing 
public awareness that depression can be treated. In attempting to grapple 
with this familiar problem of chronicity of depression, we have dodged 
some of the issues of definitional and diagnostic complexity. We use the 
terms chronic, persistent and resistant depression somewhat interchange- 
ably. The essence of the problem we address is that patients have some 
symptoms of depression that persist despite treatments of known effec- 
tiveness and these continue to interfere with functioning and impair the 
individual’s quality of life. 


One result of this definitional imprecision is that patients considered to 
have persistent depression may have had varying degrees of exposure 
to psychological treatments. Some may have had exclusively biologically 
based treatments, others may have had various forms of psychological 
treatment. The majority will not have had an adequate trial of cognitive 
therapy. In view of the solid evidence of the effectiveness of standard cog- 
nitive therapy for depression, as described by Beck and colleagues (1979), 
we suggest that their approach should remain the basis for therapy with 
persistent cases. Much of the material we present therefore describes the 
application of standard cognitive therapy specifically with more persis- 
tent cases. Many of our suggestions—for example, relating to the rigidity 
of thinking in depression—can be traced back to the original work of Beck 
and colleagues. We believe there is merit in reiterating many aspects of 
the original approach and highlighting their importance in this patient 
group. In the years since the approach was first described, there has been 
important work in developing applications of cognitive therapy for more 
chronic disorders. Much of this has focused on intervening at the level of 
underlying beliefs. We attempt to illustrate how, in working with persis- 
tent depression, some of these more novel approaches can be integrated 
with standard cognitive therapy. In describing how the standard cognitive 
approach can be refined and broadened, we do not present that standard 
approach in detail. Readers who are not familiar with it should seek out 
Beck et al. (1979), Blackburn and Davidson (1990) or Judy Beck’s Cogni- 
tive Therapy: Basics and Beyond (1995) before grappling with the approach 
described here. 


Thus, our aim has not been to revolutionise the theory of persistence of 
depression or to present ground-breaking technical developments. Rather, 
it is to use material derived from working with many cases of persistent 
depression to show how existing clinical theory and techniques can be 
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developed and applied in therapy. We have tried to convey as closely as 
possible the ‘flavour’ of working with people suffering from persistent 
depression and to be as practical as possible in suggesting how their prob- 
lems may be addressed in cognitive therapy. To do this, we have used many 
clinical examples drawn from discussions with real patients. However, in 
order to protect their confidentiality and to ensure that the examples are 
generalisable, we have only used examples of situations described by mul- 
tiple patients. The patients we describe are composites, each representing 
some features common to several patients that we have seen in our outcome 
study of NHS clinics. Of necessity, the more specific details are fictional. 
The dialogues are based on actual interventions, amended to protect con- 
fidentiality and edited in the interests of brevity. It should be remembered 
that work with patients often proceeds at an even slower pace and with 
more digressions than illustrated here. Despite these liberties with gospel 
truth, we believe that the dialogues, situations and ‘factional’ characters 
we describe are highly typical of patients with persistent depression seen 
in many clinics. We hope that therapists reading this book will recognise 
something of their patients in it and that any sufferers reading it will recog- 
nise something of themselves. To help readers to build up a picture of the 
patients that we refer to repeatedly throughout the book, we have provided 
brief biographies of each of the main patients described. The patients for 
whom such a biography is provided are indicated by their names being in 
italics when first mentioned within each section of text. 


These clinical examples are used in the main body of the text in Chapters 1 to 
10 to illustrate the model and clinical application of cognitive therapy with 
patients suffering from persistent depression. Chapters 1 and 2, covering 
the cognitive model and therapeutic relationship, style and structure, 
provide a framework that is essential throughout the course of therapy. 
Chapters 3 to 10 describe the nature of interventions implemented in each 
of the main phases across the course of therapy. In sequence, we describe 
assessment, socialising the patient into therapy, setting goals, using stan- 
dard behavioural and cognitive techniques, working with underlying 
beliefs and helping the patients to maintain their gains beyond the end 
of therapy. Chapter 11 then discusses some of the practical and service- 
related issues that therapists encounter in working with these patients. 
Finally, Chapter 12 presents results of research into the outcomes and mech- 
anisms of our own approach and those of other recently developed cogni- 
tive approaches to depression, before rounding up some of the main issues 
and themes presented throughout the book. 


Before we present our clinical approach, our Introduction outlines the dras- 
tic significance of persistent depression in the lives of those who suffer from 
it, before setting out issues relating to definition, diagnosis, predictors of 
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outcome and treatment of persistent depressive symptoms. Although this 
introduction does not contain any clinical material, we believe that this 
information is important in understanding the context for the application 
of therapy described in the following chapters. Because it does not contain 
any clinical material, we forgive any enthusiastic clinicians who cannot 
restrain themselves from skipping straight to Chapter 1. We then hope that 
our account of cognitive therapy with these patients will assist therapists in 
gaining some inspiration to work with chronic depression and in helping 
their patients to find a greater degree of satisfaction and fulfilment. 
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Introduction 


THE CHALLENGE OF PERSISTENT 
DEPRESSION 


In this introduction, you will find information on: 


e Symptoms and consequences of persistent depression 

e Difficulties in defining and diagnosing persistent depression 

e Rates of persistent depression 

e Factors that predict the persistence of depression 

e Pharmacological strategies for treating persistent depression 

e The reasons for pursuing psychological treatments 

e The existing evidence on the effectiveness of cognitive therapy in per- 
sistent depression 

* Recent developments in cognitive therapy that may be useful in adapt- 
ing the standard cognitive approach to depression 


They say time flies when you're enjoying yourself. When you’re depressed, 
the moments creep miserably by, and to those with chronic depression, this 
misery is endless. Looking back, misery predominates. To those who dare 
to look forward, it seems certain that they will never experience any lasting 
relief. Chronic depression casts a very long, black shadow over the person’s 
life. 


In this book, we will be illustrating the advances that a cognitive app- 
roach can provide in understanding and treating persistent depression by 
describing the stories of several patients. As will become clear, there are as 
many different precise presentations of persistent depression as there are 
patients. For example, Kate described being tossed about by extremes of 
every different kind of unpleasant emotion, whereas Stan was mired in an 
unvarying bleak flatness of mood. Elizabeth was struggling to keep up stan- 
dards of performance that others would have been proud to attain, whereas 
Peter struggled to keep going at all. Amid all the variety, the common fac- 
tor is the ongoing suffering of anyone afflicted by persistent depression. 
As we describe below, persistent depression has drastic effects, not only 
on the mood of individuals, but also on their overall mental and physical 
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well-being, their daily functioning, their relationships, their working life 
and on society around them. 


The scale of the problem of persistent depression has only recently begun 
to emerge. The latter half of the twentieth century saw great optimism 
surrounding the treatment of depression, as pharmacological and psycho- 
logical treatments were found to be effective (Hollon et al., 1993). The sub- 
stantial minority of patients who did not benefit from treatment seemed 
at first to receive little notice. Gradually, the continued suffering of indi- 
vidual patients and its effect on society has been reflected in consideration 
given to the diagnosis and treatment of persistent depression. It was not 
until 1987 that the diagnosis of chronic depression was included in the 
influential Diagnostic and Statistical Manual of the American Psychiatric 
Association with publication of the revised third edition (DSM-III-R). The 
lack of consensus over issues of definition and diagnosis has hindered the 
gathering of consistent information about predictors and possible causes of 
persistent depressive symptoms. As a result, although the potential treat- 
ment options are many, evidence that might inform decisions about the 
most beneficial treatments remains limited. 


The majority of patients feel overwhelmed by helplessness in the face of the 
persistence of their depression. In view of the sketchiness of the available 
information on causes and treatments, clinicians too can feel helpless when 
faced with the prospect of treating persistent depression. In setting the 
scene for describing the treatment of persistent depression with cognitive 
therapy, we aim to present some of the information that is available. In this 
introduction, we first outline the nature of the problem by describing the 
symptoms of persistent depression and outlining some of its psychological 
and social consequences. We then discuss some of the main issues in defin- 
ing and diagnosing chronic and persistent depression. We draw attention 
to the role of the inadequacy of treatment received by many patients, and 
highlight the distinction between chronicity and treatment resistance. We 
then review some of the main research findings on predictors of persis- 
tence of depression and put forward some of the reasons for pursuing 
psychotherapeutic treatments in chronic depression. Existing evidence on 
the use of cognitive therapy with patients with persistent depression is 
then reviewed, and more recent developments in cognitive therapy are 
described. 


SYMPTOMS OF PERSISTENT DEPRESSION 


There is considerable agreement across different diagnostic systems as 
to the symptoms required for diagnosing depressive disorders, whether 


THE CHALLENGE OF PERSISTENT DEPRESSION 3 


Table 1 Symptoms required to meet DSM-IV criteria for a Major Depressive 
Episode 


To meet DSM-IV criteria, five or more of the following symptoms must have been 
present during the same 2-week period and must represent a change from previous 
functioning. At least one of the symptoms must be either (1) depressed mood or 
(2) loss of interest or pleasure. 


1. Depressed mood most of the day, nearly every day, as indicated by subjective 
report (e.g. feels sad or empty) or observation by others (e.g. appears tearful). 

2. Markedly diminished interest or pleasure in all, or almost all, activities most of 
the day, nearly every day. 

3. Significant weight loss when not dieting or weight gain, or decrease or increase 
in appetite nearly every day. 

4. Insomnia or hypersomnia nearly every day. 

5. Psychomotor agitation or retardation nearly every day (observable by others, 
not merely subjective feelings of restlessness or being slowed down). 

6. Fatigue or loss of energy nearly every day. 

7. Feelings of worthlessness or excessive or inappropriate guilt nearly every day 
(not merely self-reproach or guilt about being sick). 

8. Diminished ability to think or concentrate, or indecisiveness, nearly every day 
(either by subjective account or as observed by others). 

9. Recurrent thoughts of death (not just fear of dying), recurrent suicidal ideation 
without a specific plan, or a suicide attempt or specific plan for committing 
suicide. 


chronic or not. The symptoms required for diagnosing a major depressive 
episode in DSM-IV (Diagnostic and Statistical Manual of Mental Disor- 
ders (4th edition), American Psychiatric Association, 1994) are presented 
in Table 1. The same set of symptoms is used as the basis for diagnosing 
chronic depressive disorders. 


There are differences between acute and chronic depression in the precise 
symptoms presented. Psychologically, patients with persistent depression 
are invariably demoralised and hopeless (Thase, 1994). For many patients, 
lack of motivation and lack of pleasure can present more of a problem than 
acute negative mood states. Patients usually experience their symptoms as 
being completely out of their control: they may feel powerless to change 
an unremitting background level of low mood or may experience upsurges 
of various unpleasant emotions ‘for no reason’. This lack of control often 
results in helplessness and passivity. Thus, many patients have with- 
drawn from or compromised important roles or functions. Despite this 
perceived lack of control, patients often blame themselves and feel guilty, 
for both the depression and any external problems. There is some evidence 
that vegetative symptoms, such as appetite and sleep disturbance, occur 
less frequently than in acute depression (Keller et al., 1995). Biologically, 
complaints of lack of energy and fatigue seem to be more common and 
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more disabling than other symptoms. This combination of hopelessness, 
uncontrollable low mood, fatigue and lack of response to previous treat- 
ment is often enough to make the most enthusiastic therapist’s heart sink. 
The symptoms of persistent depression and their assessment are described 
in more detail in Chapter 3. 


CONSEQUENCES OF PERSISTENCE OF DEPRESSION 


The toll exacted by depression extends not only to the devastation of 
the well-being of individual patients, but also to their families, their 
wider social and occupational contacts and to the health care system. 
The high levels of disability due to depression were documented by 
Wells et al. (1989). Even without specifically selecting for chronic depres- 
sion, levels of disability in depression were greater than in other chronic 
medical conditions with the exception of heart disease. Persistent depres- 
sion has even more drastic effects on the individual and their ability to 
carry out their role in society. In research on the consequences of depres- 
sion, it has proved difficult to disentangle the antecedents of depression 
from its consequences. Many individual (e.g. low self-esteem) and social 
(e.g. lack of supportive relationships) factors may be both antecedents 
and consequences of persistent depression. In the next chapter, we will 
describe how a cognitive model must incorporate the reciprocal effects 
of these factors on depression and the effects of depression on these 
factors. 


Psychological Consequences 


On an individual level, demoralisation and the entrenchment of hopeless- 
ness are almost inevitable consequences of persistent depression. Although 
hopelessness is itself a common symptom in acute depression, effective 
treatments can alleviate it as patients perceive improvement in their other 
symptoms. However, when treatments that a patient has been told are 
effective prove not to be, then the belief that things cannot get any better 
is confirmed, leading to an entrenched sense of hopelessness. Although 
self-esteem is commonly viewed as an antecedent or vulnerability factor 
for depression, the persistence of depression can have crushing conse- 
quences for an individual's self-esteem. Similarly, it has been argued that 
the experience of persistent depression can result in changes in person- 
ality, including increases in dependency and neuroticism (Akiskal et al., 
1983). 
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Social Consequences 


The social withdrawal characteristic of most depression tends to be- 
come more disruptive as depression persists. For patients with chronic 
depression, this can entail severe disruption of their ability to keep up 
various social roles. Frequently, this is seen in an inability to establish or 
maintain intimate relationships, leading to a deficit in the degree of social 
support available. Impairments due to the poor marital and family rela- 
tionships that often accompany persistent depression may be particularly 
marked for women (Kornstein et al., 2000). Where a patient has been living 
in a well-established family unit before the onset of the depression, other 
members of the family often compensate for the difficulties experienced 
by the patient. It is not uncommon to find spouses who are themselves 
overburdened having taken over tasks or responsibilities from the patient, 
or who have given up their social life rather than trying to carry on social- 
ising alone. Children of patients may also have taken on responsibilities 
for household tasks or childcare for their younger siblings. 


Occupational performance is often drastically compromised in chronic de- 
pression. In contrast to impairments in marital adjustment, impairments 
in work functioning may be relatively greater in men (Kornstein et al., 
2000). Where depression persists, this frequently results in patients having 
to take long-term sick leave or medical retirement. Where unemployment 
triggered the initial onset of the depression, persistence of symptoms can 
rule out the prospect of getting back into work. This then has financial con- 
sequences, not only for the patient and their family, but also for the social 
system more widely. 


These psychological and social consequences of persistent depression all 
have further implications for the depression: they make it more likely 
that the depression will persist. In the next chapter, the cognitive model 
describes a long-term vicious cycle whereby chronic depression results in 
negative psychological and social consequences that then serve to maintain 
the depression. Somewhat similar processes have been described biologi- 
cally, whereby the persistence of depression disrupts important homoeo- 
static processes, particularly in the hypothalamic—pituitary—adrenocortical 
axis (Gold et al., 1988). This can result in the kindling of depression, such 
that with each new episode a chronic course becomes increasingly likely 
(see page 9). The consequences for the health care system can be seri- 
ous. If efforts are made to save resources by treating milder, acute cases 
of depression less intensively, at least some of these cases are then more 
likely to experience chronic depression and thus require more intensive, 
longer-term and more costly treatments. 


6 COGNITIVE THERAPY FOR PERSISTENT DEPRESSION 


DIFFICULTIES IN DEFINING PERSISTENT 
DEPRESSION 


There have been two main approaches to the definition of disorders char- 
acterised by the persistence of depressive symptoms. One is to consider 
simply the duration over which depressive symptoms have persisted. In 
this approach, someone is viewed as chronically depressed if they have 
suffered from depressive symptoms for a number of months or years with 
little evidence of relief. The alternative approach is to consider the degree 
to which attempts at treatment have been unsuccessful. In this approach, 
someone is viewed as persistently depressed if their symptoms have not 
been adequately alleviated by a course of treatment that might have been 
expected to be effective. 


Chronicity over Time 


In DSM-IV, various forms of persistent depression are defined accord- 
ing to the course of the disorder. In these criteria, a chronic episode of 
Major Depressive Disorder is diagnosed when symptoms have persisted 
for two years or more at a level that merits a diagnosis of major depres- 
sion. Other diagnoses involving persistent depressive symptoms are also 
distinguished by the particular time course of the disorder. These include: 


e Major Depressive Episode, in partial remission 

e Major Depressive Disorder, recurrent, without interepisode recovery 

e Dysthymic Disorder 

e Dysthymic Disorder and Major Depressive Disorder (‘double depres- 
sion’). 


A major depressive episode, partially remitted, is diagnosed when signifi- 
cant depressive symptoms persist, but at a level where they no longer meet 
the full criteria for major depression. Such a partially remitted episode can 
be a first episode of major depression, or can be the latest in a series of 
episodes. If previous episodes also did not remit completely before the on- 
set of the next episode, this would entail a diagnosis of ‘Major Depressive 
Disorder, recurrent, without full interepisode recovery’. There are many 
cases where low-level depressive symptoms have persisted for many years, 
with at best only brief periods of relief. Where such symptoms have per- 
sisted on more days than not for two years before the occurrence of any 
episode meeting full criteria for Major Depression, the ongoing symptoms 
are classed as Dysthymic Disorder. For some patients, these constant low- 
grade symptoms provide a backdrop to occasional more intense episodes 
that do meet the criteria for a full Major Depressive Episode. The term 
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double depression has been coined for this pattern of disorder, where one 
or more depressive episodes are superimposed on pre-existing Dysthymic 
Disorder (Keller & Shapiro, 1982). In patients with persistent depressive 
symptoms, movement between higher and lower levels of symptoms is 
common: the presence of residual symptoms following partial remission 
or of dysthymia confers a high risk of recurrence of a major depressive 
episode (Judd et al., 1998). 


This approach to definition and diagnosis takes no account of any treat- 
ments that a patient may have received. In these modern times when 
few patients with depression have not been treated with pharmacolog- 
ical and possibly psychological treatments, this presents a problem. For 
most patients, the time course of symptoms cannot be considered indepen- 
dently of treatments received over time. For example, two patients might 
receive a diagnosis of chronic depression by DSM-IV criteria. One may 
have received an inadequate dose of medication many months ago with 
little further follow-up. The other may have had trials of several classes of 
antidepressants at maximal doses along with augmentation with lithium. 
Clearly, the aetiology and prognosis for these two patients would be very 
different, as the latter patient is likely to present a far greater challenge in 
subsequent treatment. Chronicity of symptoms in itself is less of a prob- 
lem, as the symptoms may respond to a suitable standard treatment. Per- 
sistence of significant symptoms even once standard treatments have been 
adequately implemented presents a greater challenge. 


Treatment Resistance 


An alternative to defining persistence of depressive symptoms simply 
according to time course or chronicity has therefore been to focus on treat- 
ment resistance (for comprehensive reviews, see Amsterdam et al., 2001). 
Little consensus has emerged as to standard criteria for defining treatment 
resistance in depression. However, it has become clear that definitions must 
address two issues: adequacy of treatment and degree of response to treat- 
ment. Attempts to define adequacy of treatment have focused exclusively 
on antidepressant medication. The term treatment resistance could include a 
lack of acceptable response to minimal standard doses of medication (e.g. 
150 mg/day of imipramine or equivalent). Alternatively, the term could 
be reserved only for disorders that persist in spite of attempts to treat ini- 
tial non-response more aggressively with higher doses of medication (e.g. 
above 300 mg/day of imipramine or equivalent). There has been a simi- 
lar lack of agreement over what constitutes a lack of acceptable response 
to treatment. Treatment resistance could include those who respond only 
partially to treatment or could be reserved for those who do not respond at 
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all. Failure to respond to treatment has variously been defined according 
to degree of improvement in symptom levels (e.g. less than 50% reduc- 
tion in score on a standard measure of depressive symptoms) or through 
remaining above some criterion on a measure of symptoms (commonly 7 
on the Hamilton Rating Scale for Depression; Hamilton, 1960). 


One way of dealing with this lack of consensus has been to propose that 
different levels or stages of treatment resistance should be defined. The 
different stages reflect the number and intensity of treatments that have 
been tried without success. Thus, in Thase and Rush’s (1995) system, Stage I 
resistance reflects failure of one adequate trial of an antidepressant medica- 
tion and subsequent stages reflect failure to respond to a broadening range 
of subsequent treatments. Stage V resistance reflects failure to respond 
to numerous classes of antidepressant (including tricyclic medications 
and monoamine oxidase inhibitors) and a course of ECT. The stages in 
this system are thus based mainly on the number of different medica- 
tions tried. For many patients, a lack of satisfactory response to strate- 
gies such as taking supra-maximal doses of a particular medication or 
combining such medication with mood stabilisers are further indicators of 
degree of resistance. If some consensus can be reached on the weighting of 
non-response to these various treatment strategies, this kind of approach 
seems to offer the most promise for some degree of standardisation to be 
forged. 


Persistent Depression 


Whether they are defined according to temporal chronicity or treatment 
resistance, persistent depressive symptoms are a problem in themselves, 
with a drastic impact on the well-being of the individual and their func- 
tioning in their social network. Comparing different diagnostic subtypes 
of persistent depression, McCullough et al. (2000) found few differences 
between them in demographic and clinical variables, family history and 
response to treatment. Even in patients who show some degree of response 
to treatment, the presence of residual symptoms following treatment is a 
strong predictor of subsequent relapse and recurrence (Paykel et al., 1995). 
Thus, patients do not need to meet full criteria for chronic major depression 
for their depression to follow a chronic and relapsing course, with a huge 
detrimental impact on their own lives and on the lives of those around 
them. 


In this book, we have taken a broad view of persistent depressive disorders. 
We have mainly used the term persistent depression to encompass presenta- 
tions involving either temporal chronicity or treatment resistance. Where 
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we have used the terms chronic or resistant depression, this has generally 
been in the service of enlivening the text, and not to specify one kind of 
presentation rather than another. We assume that the therapeutic approach 
we describe will have some relevance to patients with any of the above dis- 
orders. It has been tested with patients suffering from residual depressive 
symptoms following adequate treatment of a major depressive episode in 
the Cambridge-Newcastle Depression Study (see Chapter 12 for details of 
the study design and outcomes). This study included patients with vary- 
ing numbers of previous depressive episodes and patients with underlying 
dysthymia. 


HOW COMMON IS PERSISTENCE OF DEPRESSION? 


Although depression is often considered to be a treatable condition, it is 
now clear that a sizeable minority of patients suffer chronic or persistent 
depressive symptoms. The lack of consensus over definitions of persistent 
depression has led to variations in estimates of how commonly it occurs. 
The most widely used methodology has been to follow up samples of 
patients diagnosed with depression over a number of years. Such studies 
have rarely attempted any control over the treatment received, so can give 
little information on the relative numbers of patients with different degrees 
of treatment resistance. In a review by Scott (1988), rates of symptomatic 
non-recovery after two years of follow-up ranged from 1% to 23% across 
a number of studies. Some of these studies pre-dated the era of modern 
treatments, however. More recent studies still consistently show that rates 
of persistence of depression remain around 20% over two years of follow- 
up, despite the increased availability of effective treatments (Keller et al., 
1984; see Paykel, 1994, for a review). Longer-term follow-up studies have 
also found evidence of significant persistence of depression. Winokur et al. 
(1993) found a poor outcome in over 10% of their depressed sample at a 
five-year follow-up. Two studies which examined outcomes over periods 
in excess of 15 years following hospitalisation found rates of chronic symp- 
toms of 25% (Lee & Murray, 1988) and 11% (Kiloh et al., 1988). 


Even when patients do make a satisfactory recovery from an initial episode 
of depression, rates of relapse are high. Rates of relapse within a year of 
recovery from an episode of depression are typically 30% (Lavori et al., 
1984). The probability of relapse is strongly linked to the presence of resid- 
ual depressive symptoms following response to treatment (Paykel et al., 
1995). There is some evidence that each successive episode of depression 
carries an increasing risk of chronicity (Kupfer et al., 1989), which has 
been termed the kindling hypothesis of resistant depression (Post, 1992). 
Some individual patients show a pattern of less satisfactory response to 
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treatment with each successive episode (for example, see the case of Marion 
described on page 113). The factors within the cognitive model that might 
contribute to this increasing risk of chronicity are discussed in the following 
chapter. 


THE ROLE OF MISDIAGNOSIS AND INADEQUATE 
TREATMENT 


A number of other psychiatric (e.g. early onset psychotic disorders) and 
physical conditions (e.g. thyroid dysfunction) can present with symptoms 
similar to depression. Where such conditions are diagnosed as depression, 
alleviation of the symptoms with antidepressant treatments is hardly to 
be expected. In such cases of non-response, chronic or treatment-resistant 
depression may be diagnosed. Such diagnosis is likely to be misleading, 
as treatment of the alternative condition may lead to alleviation of the 
depression-like symptoms. It is therefore important that such other condi- 
tions have been considered and are unlikely before a diagnosis of a persis- 
tent depressive disorder is reached. 


In addition to such misdiagnosis, chronic depressive symptoms may result 
from inadequate treatment. It is self-evident that delay in starting an effec- 
tive treatment will result in a longer duration of illness before treatment is 
introduced. Even once treatment is commenced, inadequacy of treatment 
with medication may account for some persistence of symptoms in some 
patients. Studies of depressed patients designated as treatment resistant 
have consistently found that a sizeable proportion of such patients have in 
fact received inadequate treatment (e.g. Quitkin, 1985). Many such patients 
have been prescribed subtherapeutic doses. Even when prescribing has 
been adequate, some patients are found not to have reached adequate 
plasma levels, possibly reflecting non-compliance. It is hardly surprising 
to find depressive symptoms persisting in patients who have received 
inadequate treatment. These findings suggest that in at least some cases, 
although the depression may be chronic in duration, it may not be resis- 
tant to treatment. In some cases where treatment has hitherto been inad- 
equate, achieving satisfactory prescription and monitoring of medication 
may result in alleviation of the depressive symptoms. 


More worryingly, there is also evidence that delay in starting treatment 
and inadequate initial treatment can increase the likelihood of subsequent 
non-response even when adequate treatment is commenced (Scott, 1988; 
Guscott & Grof, 1991). Thus, although failure to respond to inadequate 
treatment should not itself be considered as a sign of treatment resistance, 
true treatment resistance can result from a lack of prompt or adequate 
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treatment. Such problems are likely to be less common with more recently 
introduced medications, due to lower side-effect profiles and easier pre- 
scribing. It is clear that, to lower the likelihood of depressive symptoms 
becoming persistent, pharmacotherapy should be prompt, adequate and 
properly monitored. 


PREDICTORS OF PERSISTENCE OF DEPRESSION 


In follow-up studies of depression, the associations of a wide range of 
factors with recovery from and, conversely, persistence of depression have 
been examined. In addition to the consistent relationship found between 
treatment factors and persistent depression described above, a number 
of sociodemographic and patient-related factors have been found to be 
important. 


Social and Demographic Factors 


A number of studies have found depression to be more likely to persist in 
older patients (e.g. Keller et al., 1986) and in women (e.g. Berti Ceroni et al., 
1984). Negative life events occurring after the onset of an episode of depres- 
sion have been found to be associated with chronicity (Scott et al., 1988). Of 
these life events, marital and interpersonal difficulties were found to be par- 
ticularly common in patients with chronic compared to acute depression, 
and redundancy was particularly common in males with chronic depres- 
sion. There has been some debate as to whether such events are causes or 
consequences of persistence of depression (Gotlib & Hammen, 1992). We 
shall discuss in the next chapter how undesirable events and situations 
are likely consequences of depression that serve to prolong and entrench 
depressive symptoms. 


Patient Factors 


A number of factors concerning the patient’s history, premorbid personal- 
ity and presentation of depression have been found to be important pre- 
dictors of chronicity. A greater number of previous episodes and a family 
history of depression have both been found to predict persistence of depres- 
sion (Scott et al., 1988). Neuroticism has consistently been found to predict 
chronicity and poorer treatment response in depression (Scott et al., 1988). 
Cognitive factors, in particular high levels of dysfunctional attitudes, are 
associated with poor response to medication or psychotherapy (Sotsky 
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et al., 1991). Although biological or endogenous symptoms in themselves 
are not consistently associated with persistence, Scott (1994) found that a 
combination of neurotic premorbid personality with an endogenous symp- 
tom profile was particularly likely to be associated with chronic rather than 
episodic depression. This suggests that chronicity may result from an inter- 
action between psychological and biological factors. Psychotic symptoms 
have been related to a more chronic course in several studies (including 
Scott, 1994). 


Comorbidity 


Comorbidity of depression with a number of disorders must be consid- 
ered. Around a third of patients with major depression are found to have 
pre-existing dysthymia, which significantly influences the course of the 
depressive episode (Keller et al., 1995). In double depression, where a major 
depressive episode is superimposed on pre-existing dysthymia, patients 
are less likely to recover fully, but tend to return to their previous dysthymic 
level (Keller et al., 1983). Such patients remain at higher risk of relapse into 
a further depressive episode than patients without comorbid dysthymia. 
Other comorbid psychiatric disorders are common in depression, includ- 
ing anxiety states, substance misuse and personality disorders. Comorbid 
personality disorders have been found in around a half of patients with 
chronic depression (McCullough, 1996). They are associated with greater 
likelihood of persistent depressive symptoms following treatment (e.g. 
Shea et al., 1990). 


PHARMACOLOGICAL TREATMENT OPTIONS 


Not surprisingly, the rate of spontaneous remission in patients with chronic 
depressive symptoms is low (McCullough et al., 1988). This reinforces the 
importance of identifying effective options for active treatment. Given the 
possibility that lack of improvement may have been due to lack of adequate 
treatment, there is a need to ensure that patients presenting with persis- 
tent depressive symptoms have had an adequate trial of some standard 
treatment of established efficacy, whether biological or psychosocial. Even 
where the chronic course of symptoms to date may be in part attributable to 
not having received adequate treatment, response to standard treatments 
in patients with depressive symptoms of long duration is compromised 
(Scott, 1988). Thus, response to standard medication regimens in patients 
with persistent depressive symptoms is not high. In one large study of 
patients with chronic or double depression, less than one-fifth of patients 
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responded fully to adequately administered medications (imipramine or 
sertraline), and nearly a half of the patients failed to show even a partial 
response (Keller et al., 1998). However, a number of studies have indi- 
cated benefits of persisting with standard medications beyond the usual 
12-week trial. Response rates have been found to increase up to six months 
from the inception of treatment (e.g. Greenhouse et al., 1987). Again, this 
underlines the importance of ensuring that patients have had an adequate 
and sustained trial of standard treatments before they are classed as non- 
responders and other options are considered. 


Once it has been established that an adequate trial of standard medication 
was not effective, the options for pharmacotherapy include switching to 
a different medication or adding further medications to the existing reg- 
imen. Where patients have failed to respond to one adequate trial of a 
particular medication, rates of response to switching to a different med- 
ication appear to be around 50% (e.g. Thase et al., 2002). From a num- 
ber of studies, response seems somewhat more likely when switching 
classes of antidepressant (for example, from a tricyclic to a serotonin- 
specific reuptake inhibitor, SSRI) as compared to switching to a different 
medication of the same class (for a review, see O’Reardon & Amsterdam, 
2001). An alternative to switching medications, particularly where partial 
response has been achieved, is to seek to augment the response to the 
existing medication using one of a number of additional agents. The most 
common augmentation strategy is to supplement an existing antidepres- 
sant with the use of lithium. Rates of response when lithium is added to an 
existing adequate dose of medication are again around 50% (O’Reardon & 
Amsterdam, 2001). 


THE POTENTIAL OF PSYCHOLOGICAL TREATMENT 
IN PERSISTENT DEPRESSION 


From the above, it is clear that persisting with, switching or combining 
medications will be of benefit to a significant number of patients with 
persistent depressive symptoms. However, it is equally clear that a large 
proportion of patients will continue to experience persistent depressive 
symptoms even if these pharmacological strategies are tried. There are a 
number of reasons why psychotherapeutic approaches might be consid- 
ered beneficial in persistent depression. 


e Firstly, as described above, some of the most prominent symptoms in 
cases of chronic or resistant depression are psychological in nature, 
including hopelessness, low self-esteem and lack of pleasure. Where such 
symptoms have not proved amenable to pharmacological interventions, 
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it makes some sense to consider addressing them more directly with 
psychological interventions. 

Secondly, whatever the original cause of the depression, persistence of 
depression entails considerable psychological and social consequences. 
These factors, such as learned helplessness and impoverished social 
networks, are likely to maintain or exacerbate the depressive symptoms. 
Being one step further down the causal chain from the original depres- 
sive syndrome, these factors may be less likely to benefit from medication 
than acute depressive symptoms. Again, these psychological and social 
consequences of persistent depression seem likely to benefit from psy- 
chosocial interventions. 

Thirdly, there is now convincing evidence that some specific psycholog- 
ical treatments are of similar efficacy in acute depression to medication 
(e.g. Elkin et al., 1989). Although evidence is surprisingly sparse (e.g. 
Imber et al., 1990), it is highly likely that medication and psychother- 
apy achieve their antidepressant effects through different mechanisms. 
In cases where the depressive symptoms have not responded to medica- 
tion, it could be argued that trying a treatment whose effectiveness may 
be achieved through a different mechanism is more likely to be successful 
than persisting with a purely pharmacological approach. 

Finally, a significant proportion of patients with persistent depression 
have comorbid diagnoses of dysthymia or personality disorder. Whereas 
medication is generally viewed as appropriate in treating acute or Axis 
I disorders, psychotherapeutic approaches have long been conceived as 
more appropriate in addressing these problems of personality. In one 
large study of the treatment of acute depression, results suggested more 
favourable response to medication in more severely depressed patients, 
but more favourable response to cognitive therapy in patients with per- 
sonality disorders (Shea et al., 1990). 


Why Cognitive Therapy? 


A number of psychological therapies have now been shown to be effec- 
tive in the treatment of acute major depression, including cognitive therapy 
(Beck et al., 1979; see Hollon etal., 1993, for a review), problem-solving ther- 
apy (Mynors Wallis et al., 1995) and interpersonal psychotherapy (Klerman 
et al., 1984). These effective interventions share some common features: 
they are all structured, provide a clear rationale, and foster the develop- 
ment of the patient's ability to implement changes outside of the therapy 
setting. Although there is little evidence on the general characteristics 
of therapies likely to be of benefit with persistent depression, provision 
of therapy without a clear structure or rationale would appear unlikely 
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to combat the demoralisation and helplessness that are cardinal features 
of chronic depression. Cognitive therapy is one of the range of psycho- 
logical therapies that holds most promise in the treatment of persistent 
depression. 


One of the main benefits of cognitive therapy in treating depression has 
been in the reduction of the risk of relapse. Compared to alternatives 
such as medication and interpersonal psychotherapy, there is evidence 
that patients treated with cognitive therapy are more likely to maintain 
any improvement after the end of treatment (Evans et al., 1992; Shea et al., 
1992). Cognitive therapy provided as a maintenance treatment in patients 
who have responded to acute treatment but are at high risk of relapse has 
also been found to reduce rates of recurrence (Blackburn & Moore, 1997; 
Fava et al., 1994; Jarrett et al., 2001). The benefits of cognitive therapy thus 
extend beyond the alleviation of acute depressive symptoms. The potential 
of cognitive therapy for producing enduring changes may be of benefit in 
persistent depression, where enduring problems are the focus. 


EVIDENCE FOR STANDARD COGNITIVE THERAPY 
IN PERSISTENT DEPRESSION 


Outpatient Studies 


Much of the evidence that addresses the effectiveness of cognitive therapy 
on persistent depressive symptoms comes from small-scale studies that 
have not been rigorously controlled. Data from a number of studies that 
examined response to cognitive therapy in outpatients who had failed 
to respond to adequate courses of medication or those with dysthymia 
are shown in Table 2. The earliest studies (e.g. Fennell & Teasdale, 1982) 


Table 2 Studies of response to cognitive therapy in outpatients with persistent 
depression 


Sample Recovery 


Reference Patients included size rate (%) 
Fennell & Teasdale (1982) Drug refractory 5 20 
Harpin et al. (1982) Non-responders to medication 6 33 
Gonzales et al. (1985) Dysthymia 54 34 
Stravynski et al. (1991) Dysthymia 6 67 
Mercier et al. (1992) Atypical depression 15 40 
Fava et al. (1997) Non-responders to medication 16 75 


Moore & Blackburn (1997) Non-responders to medication 6 60 
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sounded a cautious note due to the low response rate. The rate of response 
in subsequent studies has varied very widely, resulting in a range of rates 
of recovery from 20% to 75%. The small sample sizes render these studies 
highly susceptible to biases due to the selection of patients for inclusion, 
in that the inclusion of any single patient particularly suitable or unsuit- 
able for cognitive therapy can exert a large effect on the results. It must 
also be noted that only two of these studies (Harpin et al., 1982; Moore & 
Blackburn, 1997) included any kind of control condition. Despite the lim- 
itations of these studies, the overall pattern of findings suggests that cog- 
nitive therapy is likely to be of benefit in at least some cases of persistent 
depression in outpatients. 


Inpatient Studies 


A number of studies have examined the effectiveness of cognitive therapy 
in inpatient samples. Most of these (e.g. Bowers, 1990) did not specifi- 
cally select patients on the basis of chronicity of depressive symptoms 
and reported rates of response of 60-80%. As such, these studies probably 
testify more to the effectiveness of combining cognitive therapy and med- 
ication in treating severe cases, than to the effects of therapy on persistent 
symptoms. Three studies have specifically selected inpatient samples on 
the basis of persistent depression. Miller et al. (1985) reported that four out 
of six drug-refractory inpatients achieved remission when treated with a 
combination of cognitive therapy and medication. DeJong et al. (1986) com- 
pared the response of inpatients with dysthymia to full cognitive therapy, 
cognitive restructuring alone or a waiting list control. Of the ten patients 
who received full cognitive therapy, six met criteria for recovery, which was 
higher than the recovery rate in the other groups. Scott (1992) describes two 
studies of inpatients with depressive symptoms of over two years’ dura- 
tion who had failed to respond to medication. The first study compared 
continued aggressive, pharmacological treatment alone with that treat- 
ment plus cognitive therapy. There was no difference in response rates 
between these groups. In the second study, 16 patients were treated with 
a combined treatment incorporating a ‘cognitive therapy milieu’ on the 
ward. Although standard recovery rates are not reported, a greater per- 
centage change in symptoms was achieved using this upgraded version 
of cognitive therapy. Again, the results of studies of cognitive therapy in 
inpatients with persistent depressive symptoms suggest that worthwhile 
improvements can be achieved. 


This review of the effectiveness of existing attempts to apply cognitive 
therapy to persistent depression leaves much open to interpretation. There 
is evidence of recovery in many patients and of good overall response rates 
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in some studies. There is also evidence that many patients with chronic and 
resistant depression do not respond adequately to cognitive therapy, result- 
ing in poor rates of response in other studies. The wide range of response 
rates found in these studies probably reflects differences in the degree of 
treatment resistance in the patients included. There may also be differences 
between studies in the nature of the cognitive therapy administered. The 
majority appear to have used standard cognitive therapy for depression as 
described by Beck et al. (1979). However, one study used a group format 
for some patients (Gonzales et al., 1985) and others broadened the admin- 
istration of the therapy from the individual therapist to other members of 
the treating team (Miller et al., 1985; Scott, 1992). Overall, it seems safe to 
conclude that cognitive therapy is a plausible treatment option in persis- 
tent depression, as some patients may respond significantly. However, the 
degree of response is clearly considerably less than that expected in treat- 
ing acute depression. This is consistent with evidence from studies of the 
efficacy of cognitive therapy in acute depression, which have found that 
chronicity of symptoms predicts poorer response to therapy (Hamilton & 
Dobson, 2002). 


RECENT DEVELOPMENTS IN COGNITIVE THERAPY 


The time period over which these studies have been conducted is at least 
15 years. During this time, the field of cognitive therapy has evolved con- 
siderably. Since cognitive therapy was first shown to be effective in the 
treatment of acute depression, it has been applied to a number of differ- 
ent disorders, ranging from the anxiety disorders to psychosis. The novel 
application of most relevance to the treatment of persistent depression is 
cognitive therapy for personality disorders. Applying cognitive therapy to 
personality disorders has required the development of an account of long- 
standing patterns of thinking and behaviour (Beck et al., 1990; Young, 1990). 
This has entailed expansion of the model on which cognitive therapy was 
originally based to include a greater role for dysfunctional schemas. The 
emphasis of the model has shifted from the negative thoughts immediately 
apparent in the patient’s experience when emotionally upset to the deeper 
level, enduring cognitive structures underpinning the way patients process 
their experience. These developments in the cognitive model have clear 
relevance to the treatment of persistent depression, which in its enduring 
nature has many parallels with personality disorder. A cognitive model of 
persistent depression that incorporates many of these recent developments 
is described in the next chapter. 


This shift of theoretical emphasis has been accompanied by developments 
in the practice of therapy. A range of techniques has been proposed for 
addressing the structures underlying dysfunctional thinking or schemas 
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(e.g. Padesky, 1994). Additionally, there has been a greater focus on the 
interpersonal difficulties evident in many patients with longstanding prob- 
lems. Addressing these difficulties has required attention to adapting both 
the style of therapy and its content, with a relatively greater focus on the 
therapeutic relationship itself than when working with acute disorders 
(e.g. Safran & Segal, 1990). Much of this book concerns the attempt to 
incorporate these practical developments into therapy with patients with 
persistent depression. 


One further relevant trend in the field of cognitive therapy has been an 
interest in how patients experience their negative thoughts, rather than 
simply the content of their thinking. Theoretically, this has been evident 
in an increase in interest in metacognition (e.g. Wells, 2000) and mod- 
els of different levels of cognitive processing (e.g. Teasdale & Barnard, 
1993). Practically, this has been reflected in the incorporation of techniques 
suchas mindfulness into cognitive therapy programmes, particularly those 
aimed at relapse prevention. Such techniques may help patients to realise 
enduring benefits in areas of longstanding vulnerability (e.g. Segal et al., 
2002). Although the approach described in this book does not directly 
include such practices, there is common ground with some of the prin- 
ciples underlying treatment strategies advocated here. In Chapter 12, we 
present evidence that patients’ progress towards the development of mind- 
ful awareness of negative thoughts may be an important mediator of the 
benefits of therapy. 


The Old and the New 


Our starting point in approaching the treatment of persistent depression 
has been to retain the essential features of cognitive therapy that appear to 
have contributed to its established efficacy in treating depression. We main- 
tain that many features of standard cognitive therapy are essential in treat- 
ing persistent depression. These include the structuring of therapy both 
within sessions and over the course of therapy; the collaborative nature of 
the therapeutic relationship and an emphasis on helping patients to iden- 
tify and question patterns of negative thinking. However, relying purely on 
standard cognitive therapy runs the risk of therapy foundering in the face of 
three significant obstacles presented by patients with persistent depression: 


(a) their lack of motivation to engage in treatment that they are convinced 
is doomed to failure; 

(b) their passivity and avoidance of behavioural change; 

(c) the refractoriness of their negative thoughts to disconfirmatory evi- 
dence. 
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We have therefore attempted to balance retaining the core features of 
cognitive therapy with incorporating some developments that offer the 
greatest promise in addressing these obstacles presented by persistent dep- 
ression. Most important in these adaptations are: the need to consider the 
patient’s existing view of depression when socialising them into treatment 
(Chapter 4); the need to adapt the style of therapy (Chapter 2) and its deli- 
very system (Chapter 11); the use of occasions when standard techniques 
are unsuccessful to enhance the therapist’s formulation and the patient’s 
awareness of the nature of the problems (Chapters 5 and 6); and the use of 
techniques specifically developed to address prejudicial systems of nega- 
tive thinking (Chapters 7 and 8). This approach represents a ‘snapshot’ of 
our best endeavours at the time we started this work. The field of cognitive 
therapy continues to develop rapidly and there will remain a great need 
for effective developments in the treatment of persistent depression in 
the foreseeable future. In the final chapter, we describe some of the latest 
developments in research and practice in the area of persistent depression, 
including the results of the outcome study of the therapy described here, 
and outline some areas where further developments are needed. 


SUMMARY POINTS 


e Despite the existence of effective treatments for depression, depressive 
symptoms persist in large numbers of patients. 

e Hopelessness, passivity and low self-esteem are prominent characteris- 
tics of persistent depression. 

e Persistent depression has drastic consequences for the well-being of 
patients, their performance of social roles and hence for their families 
and society more generally. 

e Adverse social consequences of depressive symptoms become increas- 
ingly likely as symptoms persist. The effects of these social changes make 
it more likely that symptoms will persist further. 

e Research and the development of treatments have been hindered by the 
slow development of any consensus regarding definitions and diagnostic 
criteria. 

e Chronicity per se is less of a problem than persistence of symptoms des- 
pite adequate treatment. 

e Delay in starting treatment and provision of inadequate treatment are 
major contributors to chronicity, and are associated with a reduced like- 
lihood of full response to subsequent adequate treatment. 

e A number of biological, psychological and social factors predict persis- 
tence of depressive symptoms. Chronicity is most likely when biological 
and psychosocial vulnerabilities occur in combination. 


20 COGNITIVE THERAPY FOR PERSISTENT DEPRESSION 


A range of options exists for treatment with medication, which are of 
modest benefit and require longer duration of treatment than in acute 
depression. 

Psychological therapies may help to address the psychosocial symptoms 
and consequences of persistent depression. 

Cognitive therapy holds particular promise because of its structured 
approach and its enduring benefits following treatment of acute depres- 
sion. 

Existing evidence for the efficacy of standard cognitive therapy in 
persistent depression is highly variable, but suggests that a significant 
proportion of patients may benefit. 

The recent extension of cognitive therapy to long-term problems and 
personality disorders suggests ways in which standard cognitive therapy 
might be adapted to address the particular problems of patients with 
persistent depression. 


Chapter 1 


THE COGNITIVE MODEL OF 
PERSISTENT DEPRESSION 


In this chapter, you will find information on: 


e The standard cognitive model of acute depression 

e Problems encountered in applying this model in persistent depression 

¢ Three kinds of avoidance that obscure the relationship between neg- 
ative automatic thoughts and negative emotions 

e The nature of overt negative thinking and important underlying 
beliefs in persistent depression 

e Social factors that can trigger or maintain persistent depression 

e Early experiences that can contribute to the formation of maladaptive 
belief systems 

e How beliefs, overt negative thoughts, avoidance processes and social 
adversity combine to manifest in low self-esteem, helplessness and 
hopelessness 

¢ The implications of the model for the overall conduct of cognitive 
therapy 


Cognitive therapy for depression is based on the theoretical and clinical 
model described by Beck, Rush, Shaw and Emery in their influential book 
Cognitive Therapy of Depression (1979). This model describes the negative 
thinking characteristic of depression and how this relates to the symp- 
toms and to other emotional, behavioural and situational aspects of the 
illness. Factors contributing to the manifestation of negative thinking are 
also considered. These factors include early experiences that influence the 
development of beliefs and attitudes, and subsequent situations or events 
that trigger the disorder in vulnerable individuals. The model is used as a 
guide for the therapist in formulating how depression is maintained in a 
particular case. 


The application of the standard cognitive model in cases of persistent 
depression can result in confusion and frustration for both patient and 
therapist. In this chapter, we discuss how the cognitive model for acute de- 
pression needs to be adapted in order to apply it to persistent depression. In 
outline, we propose that the crucial cognitive characteristics in persistent 
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depression are low self-esteem, helplessness and hopelessness. Vulnera- 
bility to these thinking patterns arises from the enduring and rigid nature 
of patients’ negative beliefs about themselves and their social world. The 
persistent threat of distress results in the adoption of maladaptive coping 
styles, which exacerbate the problems that patients face. Once depressed, 
patients’ experiences, shaped by their beliefs and coping style, confirm 
and entrench low self-esteem, helplessness and hopelessness. As we have 
described in the introduction, persistent depression is not a homogeneous 
problem. Patients’ histories, course of current episode and presentation 
can vary widely. The model describes factors that potentially contribute to 
the maintenance of depression and help to account for some of the varia- 
tion in presentations of persistent depression. These factors then need to 
be considered in constructing a cognitive formulation and treatment plan 
for each individual case. 


THE COGNITIVE MODEL OF ACUTE DEPRESSION 
Automatic Thoughts 


The standard cognitive model of Beck and colleagues (1979) describes neg- 
ative thinking in depression at three levels: negative automatic thoughts, 
thinking errors or biases and underlying beliefs or assumptions. Firstly, 
many of the spontaneous or automatic thoughts of people with depression 
are manifestly negative. Such negativity focuses on the self, the world and 
the future: the negative cognitive triad. People suffering from acute depres- 
sion tend to see themselves as defective or inadequate, and see the world as 
presenting them only with insuperable obstacles and difficulties. They see 
such problems persisting indefinitely into the future and are pessimistic to 
the point of hopelessness and perhaps suicidal wishes. When these nega- 
tive automatic thoughts come to mind, they trigger feelings of misery and 
despair or exacerbate an existing low mood state. Negative emotions or 
low mood can prime these negative thoughts, making them more likely 
to come to mind and more believable when they do. As low mood primes 
the negative thoughts, which then further exacerbate low mood, a vicious 
circle is set up whereby the person’s mood can spiral downwards. This 
can also lead to procrastination and inactivity, which further feed into the 
vicious circle, as illustrated in Figure 1.1. 


Cognitive Biases 


The negative content of thinking manifest in these negative automatic 
thoughts results in part from certain biases or distortions in the processing 
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Figure 1.1 The vicious circle in depression 


of information. These biases include all-or-nothing or ‘black and white’ 
thinking, personalisation and jumping to conclusions. Dichotomous or 
‘black and white’ thinking is central, whereby the person sets unrealis- 
tically high standards for their own performance. If these standards are 
not met, negative judgements ensue. For example, this processing bias 
could readily be identified with one patient, Elizabeth, from the early stages 
of therapy and was a target for intervention. If something did not meet 
Elizabeth’s exacting high standards it was dismissed as substandard and 
of no value. Elizabeth saw no shades of grey, so that even an adequate 
outcome was seen as not making the grade. Black and white thinking can 
lead to a mental filter, such that positive or neutral aspects of a situation are 
ignored, whereas negative aspects are selectively focused on and dwelt on 
at length. Having such high standards served to focus Elizabeth continu- 
ally on her shortcomings. Her expectation of failing to meet her standards 
accounted in large part for the avoidance and procrastination that had per- 
vaded her life since the onset of her depression. Elizabeth’s thinking biases 
are evident in the following discussion that took place while reviewing one 
of her homework assignments. 


: How did you get on with keeping your diary of automatic thoughts? 

: Not very well. 

: Have you got it with you? 

: Yes. It’s a mess. 

: Could we take a look at it together? 

: Okay (shows completed diary to therapist). 

: Right. Mmm... You’ve written down three examples. What makes you 
say you have not done it very well? 

: My handwriting is very untidy. 

: I can read it though, isn’t that the most important thing? 

: It looks awful. 


Hmmm 


m m 
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: Anything else you are unhappy with? 

: I don’t think I’ve done it properly. 

: Mmmm... . We've spoken about your sense of not doing things properly 

before. How are you defining properly in this instance? 

E: I haven’t written down all the thoughts I intended to. I’m bound to 
have missed some important thoughts, I’m so forgetful these days. 
Also, I didn’t always write them down immediately as you suggested. 
I waited half an hour or so. 

T: Okay let’s summarise. You have very ably identified what you see as 
your shortcomings in completing the diary. You see your handwriting 
as untidy and as far as you are concerned it has not been done properly. 
Can I ask—even if it has not met your exacting standard, is it of no use 
to us today in our session? 

E: Mmmm...I see what you're saying. 

T: So if this is the black and white position are there any shades of grey 
here? 

E: (sighs) I suppose. I guess I did write down three thoughts and like you 

said you can read it, which is the point really. 


Fm 


In addition, depressed people frequently personalise any negative out- 
comes, by assuming the blame for things that go wrong or seeing personal 
rejection in any uncomfortable social situation. Thoughts that exemplify 
this kind of bias include ‘It’s all my fault’ or ‘I should have stopped this 
happening’. Personalisation pervaded Jean’s thinking in most interactions 
with other people. For example, if she argued with her partner she invari- 
ably concluded it was her fault. This was sometimes taken to the extreme 
that if someone refused a request, Jean took this as evidence that she had 
offended them in some way or that they were exacting revenge for some 
past misdemeanour on her part. 


Negative biases may also be in the form of arbitrary inferences, where the 
depressed person jumps to the most negative conclusion about a situation 
in the absence of any evidence. Patients often predict quite catastrophic 
outcomes for future events, while perfectly plausible benign or beneficial 
outcomes are never conceived or are dismissed as highly unlikely. This 
way of thinking is particularly characteristic of depressed patients who 
present with significant anxiety symptoms. Marion tended to predict that 
any event from making a request of her daughter to attending a social gath- 
ering or therapy session was likely to end in absolute disaster. In the early 
stages of treatment, Marion asked to end the therapy. After some discus- 
sion, it transpired that before each treatment session Marion’s mind was 
bombarded by negative thoughts regarding the fact she had not completed 
her homework. This typically began with thoughts such as ‘I’m too tired’ 
and ‘It won't help’ and then turned to predicting that the therapist would 
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think that she was lazy. This thinking quickly got out of proportion to such 
an extent that she would picture the therapist shouting at her and telling 
her she was a waste of space. She imagined the therapist writing to her 
psychiatrist to tell him the same, resulting in the psychiatrist washing his 
hands of her. Her request to be discharged helped her to exert some control 
over what she perceived with absolute certainty would be the inevitable 
outcome of the non-completion of homework assignments. Marion had no 
evidence to support these predictions, but when depressed and anxious 
her thinking was dominated by this kind of negative processing. 


Dysfunctional Assumptions 


The third level of negative thinking is that of longstanding cognitive 
structures that predate the onset of the episode of depression and whose 
activation results in cognitive biases and automatic thoughts. In cases of 
acute depression, conditional beliefs or assumptions are thought to confer 
the cognitive aspect of vulnerability. These conditional beliefs typically set 
out the conditions that must be satisfied for the person to adopt a sense 
of worth, fulfilment or happiness. Elizabeth’s rule ‘Tf you can’t do some- 
thing properly then there is no point in doing it at all’ was manifest in 
the above example. If rigidly applied, such a belief increases the likeli- 
hood of depression when those high standards are not met, whether this is 
due to internal or external factors. The limitations imposed by the symp- 
toms of depression prevented Elizabeth living up to her standards and so 
caused her much distress. Other common conditional beliefs in depression 
are ‘If anyone criticises or rejects me, it shows I am an unlikeable person’ 
and ‘I cannot be happy unless I am loved by others’. These conditional 
beliefs are similar to quite functional beliefs held by many people, in that 
most people would prefer to be loved and not to be criticised or rejected. 
However, they are unhelpful in their extremity or the rigidity with which 
they are applied to situations where the conditions are perceived as not 
being met. 


In the cognitive model of depression, these conditional beliefs are thought 
to develop in many cases through early life experiences. Where parents 
have been excessively critical, the child may internalise the implicit rule 
that being valued only comes from perfect performance, as was the case 
for Elizabeth. This assumption may become latent or silent during parts 
of adult life where any endeavours are met with a reasonable degree of 
success. Thus, prior to becoming depressed, Elizabeth had, by unrelenting 
hard work, managed to live up to the excesses of her conditional belief. 
However, any notable failures activate the latent assumption and the per- 
son becomes sensitised to any signs of falling short of their perfectionistic 
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standard. The onset of Elizabeth’s depression was triggered by public criti- 
cism from her coworkers for dutifully following company procedures that 
were commonly flouted. The demand she placed on herself always to do 
things ‘properly’ (in this instance, stick to the rulebook) led to her being 
criticised. This criticism was perceived by her as a failure to live up to 
others’ expectations of her. However, had Elizabeth decided to flout the 
rules along with everyone else, she would in her eyes have failed in the 
expectations she set for herself. This illustrates the impact of stringent ad- 
herence to inflexible rules, which in this instance put Elizabeth in a no-win 
position. 


PROBLEMS APPLYING THE COGNITIVE MODEL 
IN PERSISTENT DEPRESSION 


In using this model of depression with acute cases, pertinent negative 
thoughts are often self-evident. Once the patient is socialised to the cog- 
nitive model, automatic thoughts can readily be identified and are often 
amenable to cognitive interventions. It would seem reasonable to expect 
that persistent depression would be characterised by a thinking style in 
which these negative automatic thoughts, processing biases and structures 
would be chronically manifest. Indeed this is often the case, and the thera- 
pist is assailed by a barrage of self-criticism and overwhelming negativity 
from the patient. A chronic cognitive triad (see pages 55-59) of low self- 
esteem, helplessness and hopelessness is often manifest in overt negative 
thoughts about the self, the world and the future. The extremity and rigid- 
ity of this negative thinking can be difficult to contain and manage, as was 
the case with Elizabeth. However, this barrage of negativity is not the only 
notable thing in the experience of therapists working with resistant depres- 
sion. A number of common features of presentation in these patients can 
make it hard to see immediately how the cognitive model applies. These 
include a reluctance of some patients to discuss their problems or thoughts; 
globality of thinking that is hard to relate to particular problems; and an 
apparent lack of relationship between the patients’ negative thoughts and 
low moods. 


Firstly, with some chronically depressed patients, it can be hard to gain 
from them any idea of what their problems are or even that they have any 
problems. In the early stages of contact, some patients are reluctant to talk 
about any problems they are having. Although some reluctant patients will 
assent to direct questions about their problems, others may explicitly refuse 
to discuss certain issues. Even where an initial assessment has seemed fairly 
innocuous to the therapist, the patient may express reluctance to continue 
with the therapy during or after the initial contact. 
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The therapist's difficulty applying the cognitive model does not always 
stem from this reluctance of patients to discuss their problems. Plenty of 
patients with persistent depression have many problems that they wish 
to discuss and on occasion the therapist can be faced with an appar- 
ent tidal wave of different problems affecting every area of a patient’s 
life. Patients may indicate various relationships in which they have been 
slighted, rejected or let down and various endeavours that have failed or 
been incomplete. As they flit from one to another of an apparently vast 
array of problems, the patient’s moods may be quite turbulent. However, 
the negative cognitions described in the standard cognitive model may still 
be hard to identify. It can be difficult to focus a patient on one particular 
problem for long enough to identify the related meanings and interpreta- 
tions. Having been hit by this wave of various problems, the therapist can 
still be left with a lack of clarity as to the nature of the patient’s difficul- 
ties. Importantly, the cognitions crucial to applying the model may not be 
immediately apparent. 


Other patients respond to the therapist’s questions about their problems 
quite readily, but show or describe little sign of upset or distress. Where 
patients do not readily provide information about their problems or feel- 
ings, the therapist is often left with a description of symptoms but lit- 
tle information about other aspects of the cognitive model with which to 
build a formulation. For example, at his first session Stan complained of 
a number of symptoms of depression, particularly memory loss, which 
he worried was due to dementia or a brain tumour. However, he did not 
think he had any other problems, although he acknowledged in response 
to the therapist’s questioning that being unemployed and various family 
situations might be problems. Although he said he did not like talking 
about these things, Stan did not appear to be upset. Similarly, when any 
overt negative thinking was apparent, such as when he described himself 
as pathetic, this was accompanied by an air of resignation rather than any 
sign of acute distress. 


AVOIDANCE IN PERSISTENT DEPRESSION 


A common factor that interferes with the application of the cognitive model 
in these apparently disparate presentations of persistent depression is 
avoidance. In persistent depression, avoidance can serve to mask nega- 
tive thinking patterns or inhibit the effects of negative thoughts on mood. 
On occasions, negative thinking may not be overt or apparent due to such 
avoidance. Pinpointing such avoidance in persistent depression is often a 
prerequisite to identifying negative thoughts. To understand the ways that 
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negative thinking manifests in and contributes to persistent depression, it 
is important first to consider different forms of avoidance and their effects. 


In acute depression, avoidance is often plain to see and is frequently 
acknowledged by the patient. It is manifest in gross behaviours, such as 
staying in bed all day or steering clear of particular work or social sit- 
uations. The patient is usually willing and able to describe the negative 
feelings and thoughts that result when their attempts to avoid these sit- 
uations are not successful. In chronic depression, the avoidance is often 
more subtle in nature. It can take three interrelated forms: behavioural 
avoidance of certain external circumstances, cognitive avoidance of cer- 
tain mental ideas or images and emotional avoidance through the direct 
suppression of emotional experiences. Each of these forms of avoidance 
can obscure the distressing feelings and thoughts that are crucial in con- 
structing a cognitive formulation of the patient’s problems. 


Behavioural Avoidance 


Patterns of behavioural avoidance associated with depression have to 
be sustainable within the patient’s lifestyle. Because in chronic cases 
the depression is of some duration, the gross withdrawal seen in acute 
depression is usually not sustainable and is encountered relatively rarely. 
Although some patients avoid whole classes of situation, such as work 
or social situations, in many cases the avoidance is of more subtle asp- 
ects of the situation. Thus, patients with persistent depression may not 
acknowledge or may not be aware that they are avoiding certain situa- 
tions. Some patients may appear to be keeping up a good level of social 
contact. However, it may emerge that all their relationships are concerned 
with providing practical help to other people, and that in fact they become 
highly anxious about unstructured situations. For example, at assessment 
it appeared that Rosemary was maintaining a busy social life with friends 
and family. However, it emerged that most of her contacts involved help- 
ing others in some way, by cleaning or childminding for neighbours and 
by ferrying people in her car to shops or hospital appointments. At family 
gatherings and social activities, she would avoid mixing with people by 
engaging in activity, such as cooking or tidying up. Through managing the 
precise nature of social interactions in this way, patients like Rosemary can 
minimise the levels of distress they experience. Importantly for the cogni- 
tive therapist, overt negative thoughts may rarely be triggered and tend to 
emerge only when the patient is unable to manage in their usual way. For 
example, when Rosemary did have to engage in social interactions with- 
out recourse to helping people, she thought that people would see her as 
a miserable person and want nothing more to do with her. 
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Subtle avoidance is also commonly encountered in the form of routines that 
patients develop for carrying out activities of daily living. Some patients 
appear to be carrying out many activities, such as shopping or looking 
after themselves and their home, with little difficulty. This may be accom- 
plished through a strict routine in which particular activities are carried out 
at a particular time on specific days of the week in a particular place. Any 
deviation, such as going to a different shop than usual, or doing some- 
thing at a different time, represents an insuperable break from routine. 
As with overt withdrawal, this adherence to routine is often an attempt 
to manage the depression, and any variation is seen as risking a wors- 
ening of symptoms. For example, Graham's lifestyle included aspects of 
overt avoidance and routinised activity. Having experienced two very dis- 
abling episodes of depression, he had made a conscious decision ‘not to 
rock the boat’ by overstretching himself. His routine involved getting up 
at 9.30 a.m., then slowly having breakfast, watching television and get- 
ting washed and dressed, which took him until lunchtime. After lunch, 
his afternoon activities included a five-minute walk to the local shop for 
a paper and the evening would involve preparing a meal and watching 
more television. He made expeditions to the local supermarket (10 minutes’ 
walk away) and visits to his neighbours on a weekly basis. Based on his 
fear of overstretching himself, Graham actively avoided exercise, working 
on his computer and making trips to the pub, cinema or town (to which 
he received frequent invitations from friends). The development of rigid 
routines can help patients to adapt their lifestyle to the depression and can 
successfully limit the acute distress experienced on a day-to-day basis. 


Cognitive Avoidance 


Many chronically depressed patients not only try to avoid being in cer- 
tain situations but may also try to avoid thinking about them. Cognitive 
avoidance can manifest itself in a number of ways. It can be seen in the 
general reluctance to discuss or acknowledge problems described above. 
Some patients will discuss their problems in general terms but try to avoid 
thinking certain specific thoughts. This can influence not only their internal 
mental life, but also their reaction to the therapist’s attempts to engage them 
in describing their problems. Some of the difficulties relating a patient’s 
presentation to the cognitive model can be accounted for by this coping 
strategy and are manifest from the first meeting with the patient. 


A general reluctance to discuss problem areas is sometimes evident from 
the very outset of any assessment. In some patients this is reflected in 
attempts to engage the therapist in discussions about issues of tangential 
relevance, such as the weather or a news item. Some chronically depressed 
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patients will not spontaneously raise problems they wish to discuss, but 
will answer direct questions about their symptoms or problems that the 
therapist has gleaned from the referral, such as unemployment or social 
isolation. They may play down the impact of these problems or respond in 
an unrealistically positive way. Other patients may be more explicit about 
their desire not to discuss certain topics. In Peter’s case, this desire was 
reinforced by his wife, who asked to attend his first session to ensure that 
the therapist did not ask Peter anything about the circumstances that had 
led to his depression. She explained that whenever Peter attempted to talk 
about this subject he cried, which was humiliating for him. She wished to 
protect him from this humiliation by preventing him having to talk about 
issues that might upset him. 


Some patients readily describe their symptoms or problem situations, but 
the therapist may find it hard to elicit any negative thoughts associated 
with their current distress. This was the case for Marion who complained 
of being constantly tired and of her lack of motivation to engage in even 
the basic activities of daily living. Attempting to focus Marion on how her 
inactivity impacted on her view of self met with statements such as ‘I don’t 
know’ or ‘It doesn’t’. In cognitive therapy, part of the therapist’s brief is to 
help the patient to identify the negative thoughts that may be contribut- 
ing to their distress. Patients’ reluctance to focus on negative thoughts can 
lead them to react to therapy in an irritable or prickly fashion. When the 
therapist attempts to enquire about particular thoughts, the patient can 
become extremely upset. This can be manifest as anger at and disparage- 
ment of the therapist (‘You don’t understand’ or ‘You must be incompetent 
to be making me feel like this’) or therapy (‘I can tell right now this is not 
going to work for me’). When Julie’s therapist asked what was upsetting 
her most about the fact that her 14-year-old son was currently in a remand 
centre, Julie initially responded, ‘Isn’t it obvious? Anyone would be upset.’ 
Although on one level this seems a valid response, it did not clarify exactly 
what the situation meant to Julie. The therapist asked whose fault it was 
that her son was in such trouble. Julie then became quite irritable with the 
therapist and replied, ‘I suppose you're blaming me.’ Although tempted 
to apologise and back off, the therapist persisted, ‘There may be a range of 
possible answers to the question and I was interested in how you see the 
situation.’ Julie replied that her husband said it was her fault. The therapist 
then asked her how much she believed that. At this point, Julie began to 
cry and said, ‘It is my fault—I’m his mother.’ This suggests that her ini- 
tial irritation at the therapist was a result of her attempt to avoid her own 
thought that she was to blame for this unfortunate situation. She remained 
unable to see that some of her distress was caused by her attributions of 
self-blame, and instead attributed her difficulties entirely to the events that 
occurred in her life. 
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Even when patients complain of a tidal wave of problems in a turbulent 
fashion, as described on page 27, this can be a reflection of cognitive avoid- 
ance. The patient may be trying to describe a problem situation, but as they 
start to think about aspects of the situation that make them feel particularly 
uncomfortable, they ‘jump ship’ only to hit on another area of their life that 
is not going well. Again, they may describe the situational aspects of the 
problem but shy away from focusing on the painful thoughts and feelings 
that accompany those situations. At assessment, Julie described a plethora 
of problems accompanied by a moderate degree of distress, but moved 
from one problem to the next in a somewhat chaotic fashion. This left the 
therapist initially overwhelmed and somewhat at a loss about where to 
start treatment. 


Cognitive avoidance in persistent depression can also take the form of de- 
liberate suppression of specific thoughts, memories and images. The role of 
cognitive avoidance of specific thoughts and images in persistent depres- 
sion may be similar to its role in cognitive models of other disorders (e.g. 
Borkovec & Inz, 1990; Wegner et al., 1987). Many chronically depressed 
patients report experiencing intrusive thoughts and memories. When they 
notice a distressing intrusion, they try to eliminate the intrusion from their 
mind or to control the rumination by attempting to distract themselves. The 
consequence of this can be a rebound effect, which results in a recurrence 
of the intrusion or a reinstitution of the ruminative process, often with a 
worsening of the accompanying affective state. The individual may then 
intensify their efforts to rid themselves of the distressing thought, resulting 
in a processing loop accompanied by increasing distress and a decreasing 
sense of control over mental processing. Such unsuccessful attempts to 
suppress distressing memories were manifest in Julie’s strategy of cogni- 
tive avoidance. She reported intrusive memories of episodes of physical 
violence and sexual assault that had occurred over ten years previously 
during her first marriage. Julie took the occurrence of these intrusions as 
evidence that she should really still be with her first husband and that she 
was being punished for divorcing him. She also saw the intrusions as evi- 
dence that she was losing control of her mind and feared a complete mental 
breakdown. She invested a great deal of mental energy in attempting to 
keep control by pushing her intrusive memories out of her mind. 


Emotional Avoidance 


It is striking when working with patients with persistent depression that 
many describe having ‘no feelings’. Indeed therapy sessions can proceed 
for long periods with little sign of the mood shifts so common in acute 
depression. Many patients appear to be able to talk about apparently 
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distressing situations and describe apparently disturbing or disparaging 
thoughts with little outward sign of emotional disturbance. Apparently 
positive events can be described in the same flat monotone in which neg- 
ative events, such as redundancy or the threat of losing invalidity benefit, 
are greeted. Indeed, many of these patients show very little sign of acute 
emotional arousal about anything, presenting instead with a dull flatness 
of mood. For example, at assessment Stan described, in an even tone with 
no sign of distress, his redundancy two years previously from a job he 
had held for many years. He elaborated equally cheerlessly that it might 
have been quite a good thing, as it saved him the hassle of getting to work 
every morning. In a subsequent session he relayed news of the birth of a 
grandchild in a similarly flat tone. As well as responding to events in an 
emotionally flat way, patients can describe cognitive themes that would 
be expected to be associated with great distress in a matter of fact fashion. 
Stan described how he was unable to tell his wife that he did not wish to 
accompany her on various outings with her friends. He said that he knew 
that this was a sign of being pathetic and weak, but his tone of voice was 
mild, there was no sign of distress and he denied being upset. 


This damping down of expected affective responses can reflect a form of 
direct emotional avoidance. Some patients report that suppressing or dis- 
tancing themselves from their feelings is an intentional strategy. This is 
most often the case for men who are socialised to value emotional control 
and to see expressions of emotion (either positive or negative) as indica- 
tive of weakness or irrationality. The degree of effort involved in such 
emotional suppression seems to vary considerably. If questioned, some 
patients acknowledge directing a great deal of effort towards vetting and 
controlling their emotional experience. Although Graham would discuss 
potentially upsetting issues with no overt sign of distress or discomfort, it 
transpired that internally he experienced a range of emotional reactions. He 
believed these responses to be abnormal and unacceptable, and took them 
as evidence of his inadequacy. As a result, from his childhood onwards 
he had developed strategies for ensuring that these emotions were never 
publicly displayed. These included tensing his body, in particular ‘pushing 
down’ in his stomach, in order physically to suppress his feelings. Inter- 
estingly, Graham was not averse to letting his feelings out in private and 
had on occasions cried at upsetting events in the privacy of his bedroom 
or when alone reading a moving book or watching a film. Thus it was the 
public display of emotions that was most unacceptable to him rather than 
experiencing them per se. 


For many other patients, the control of emotions seems to have become so 
automatic that it requires little effort. Such patients often have great diffi- 
culty identifying any acute emotional experiences at all. The lack of acute 
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negative experience may explain patients’ failure to consider manifest dif- 
ficulties as problems in the way described above. Even the most grievous 
external circumstances, including redundancy or personal losses, may not 
be viewed as problems. The lack of emotional experience can impact ona 
patient’s view of depression itself, such that some persistently depressed 
patients do not see themselves as depressed. For example, at the beginning 
of therapy Stan kept asking the therapist over and again whether he was 
depressed, and seemed unable to take on board the therapist’s assurance 
that he did indeed have many of the common symptoms of depression. 
This made it difficult at the beginning of therapy to gain an accurate picture 
of the history of depression and its relation to his other life experiences. 
Stan thought that he had been like this for the two years since his initial 
referral by his general practitioner, which was shortly after he had lost his 
job. He also thought it possible that he may have been like this for some 
20 years, as he had not seemed to be the same as other people over that 
time. 


CONSEQUENCES OF AVOIDANCE 
Adaptive Consequences 


With many patients, the adoption of a range of avoidant coping strategies 
for dealing with unpleasant events, thoughts and feelings can be traced 
back to an early age. These avoidance strategies were often adaptive, 
given the context in which they emerged, and enabled the individual 
to deal with highly aversive experiences. This was the case for Marion, 
who as a child was treated as a pawn in the ongoing conflict between her 
alcohol-dependent father and depressed mother. She quickly learned that 
she could exert little control over the behaviour of either parent and fre- 
quently became highly anxious. Her own emotional needs were neglected 
and she learned to ignore these to such a degree that as an adult she had 
no real sense of what these needs were and how to meet them. Avoidance 
as a coping strategy may also be learned from the models presented in cer- 
tain cultures. For example, male patients’ concerns that the expression of 
emotions will lead to ridicule and humiliation are not entirely unfounded 
in many parts of the UK. In this environment, men are socialised to view 
open expression of any emotion (positive or negative) as a lack of inner 
strength and control. Cultural attitudes about the experience and expres- 
sion of emotion may lead to the reinforcement of emotional suppression 
both within and outside the home. 


These forms of behavioural, cognitive and emotional avoidance can all 
be seen as strategies the patient has evolved for dealing with the distress 
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provoked by difficult events and thoughts. Successful use of such strate- 
gies in the avoidance or relief of anxiety and distress over many years will 
have been highly reinforcing. With the onset of depression, these same 
avoidant strategies can then be applied to dealing with depression itself. 
Patients who have experienced depression over a number of years learn 
that if they can avoid stressful situations or painful thoughts and feel- 
ings, then their depression will just grumble along in the background in 
a way that can be endured. Clearly, developing skills to regulate affect 
is a crucial aspect of psychological development, which facilitates adapta- 
tion to change or challenging situations. However, the avoidance strategies 
described here seem maladaptive in that they do not simply serve to make 
unpleasant affect more manageable to enable those problem situations to 
be addressed effectively. Rather, they seem to be intended to eliminate 
unpleasant emotions from conscious awareness. This has a number of self- 
defeating consequences. 


Maladaptive Consequences 


With increasing avoidance, patients’ tolerance of upsetting emotions 
can become severely limited and the development of alternative ways 
of managing affect compromised. Problem situations frequently remain 
unaddressed and problem-solving skills may not be developed or prac- 
tised. Through avoiding articulating or working towards personal goals, 
patients may be chronically deprived of the satisfaction this can bring. 
Where avoidance is intended to conceal perceived inadequacies from 
others, it may in fact serve to prevent erroneously negative self-evaluations 
from being re-evaluated. 


Different styles of avoidance can have different consequences for patients’ 
current behaviour and mood. Behavioural and cognitive avoidance of 
upsetting situations and thoughts entails engaging in particular physical 
and mental activities to manage mood. Where this active avoidance is the 
predominant way of coping, patients’ moods can be highly labile. When 
not confronted by any particular problems, the person’s mood can be good 
and they may present themselves as happy and coping well. However, 
when avoiding or ignoring problems becomes impossible to sustain, their 
mood may quickly crash and extreme negative thinking may become evi- 
dent. This style of coping is often exhibited from assessment onwards. For 
example, Kate began her first therapy session saying that she felt quite well 
and could not think of any problems that she wished to discuss. When 
the therapist suggested reviewing different areas of her life in order to 
get to know her better, it soon emerged that she was jobless and facing 
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considerable financial problems. In addition, she had suffered in a string 
of apparently abusive relationships and had recently fallen out with one of 
her neighbours. As the elucidation of all these problems progressed, Kate 
became extremely distressed, berated herself as a horrible person and left 
the room saying she did not want to carry on the therapy. It took consider- 
able persuasion in a quiet corridor outside before she agreed to return to 
the therapist’s office and discuss how therapy might be able to help her. In 
many patients, when their avoidance breaks down, the negative cognitions 
expected within a cognitive model are all too evident and the associated 
mood shifts quite overwhelming. 


Incontrast, where emotional avoidance is predominant, the patient’s mood 
will tend to be flat and the outward appearance is of passivity. Whereas 
behavioural avoidance leads to an outward focus on controlling events, 
emotional avoidance focuses the patient’s effort inwards on the control 
of emotional experience. Patients for whom this strategy predominates 
seem to show little initiative, instead going along with what seems to be 
expected of them. In this way, Stan had few friends of his own and never ar- 
ranged any social contact. When confronted with gatherings of his wife’s 
friends, which he found quite awful, he would go along with an air of 
resignation. For some patients, the elimination of emotions has become 
so pervasive that they have great difficulty identifying or expressing any 
desires or preferences at all. Although this coping style tends to prevent 
overwhelming mood shifts, this lack of emotional immediacy can be prob- 
lematic in itself. Where patients have become very able to limit or distance 
themselves from their feelings, they often remain in situations that they 
find aversive or fail to take any action to bring about satisfying results. 
The constancy of undesired outcomes then feeds an increasing sense of 
gloom and hopelessness, which even further emotional suppression cannot 
alleviate. 


Consequences for Therapy 


Importantly, the processes of avoidance have major implications for the 
conduct of cognitive therapy, which are discussed in detail in the remainder 
of this book. The subtle and often successfulimplementation of behavioural 
avoidance can mean that important negative thoughts are not triggered. 
Cognitive avoidance can make it difficult for the therapist to focus on 
specific problems or to identify specific negative thoughts in therapy. 
The lack of emotional arousal which results from emotional suppression 
impedes the psychotherapeutic process generally and means that any neg- 
ative thoughts that are identified are not ‘hot’ and are thus harder to work 
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with. Even when patients have grasped the idea of recognising and iden- 
tifying negative thoughts, avoidance may then affect subsequent attempts 
to develop new ways of dealing with them. Having successfully identified 
a negative thought, patients may then apply their usual coping strategy 
of pushing thoughts out of their mind rather than going through the pro- 
cess of examining the content of the thought itself and looking for a more 
balanced view. 


A further effect of patients’ avoidance on therapy is that initial cogni- 
tive therapy interventions frequently result in patients feeling worse in 
the short term. If this reaction is not expected and discussed as part of the 
initial treatment rationale, the patient can experience the emotional arousal 
provoked in therapy as aversive and unhelpful. This in turn can feed into 
beliefs about the perceived uncontrollability of depression as an illness. It 
can also lead the patient to perceive that the therapist is ‘out to get them’ 
in some way. This can explain the sometimes hostile or angry responses 
when it is suggested to patients with chronic depression that they should 
start therapy. It is important that the threat this presents to the establish- 
ment of a therapeutic alliance is anticipated and the potential for premature 
termination of treatment reduced. Ways of adapting the style of therapy 
(Chapter 2), the socialisation of the patient into therapy (Chapter 4) and 
the use of behavioural (Chapter 5) and cognitive (Chapter 6) techniques 
to lessen the adverse impact of these avoidance processes on therapy are 
discussed in detail in subsequent chapters. 


LEVELS OF COGNITION IN PERSISTENT DEPRESSION 


Addressing the thinking of patients with persistent depression can often 
seem like the unenviable task of stripping wallpaper in an old house. With 
considerable effort one layer of wallpaper is removed small strip by small 
strip, only to reveal another layer of paper of an even more unsuitable 
design bonded to the wall by an even stronger layer of adhesive. The 
thoughts that are easiest to identify often turn out to be manifestations of 
more deeply entrenched and more widely generalised beliefs. For exam- 
ple, some patients appear to attribute their perceived inadequacy to being 
depressed but, when questioned, attribute their inadequacy to having been 
repeatedly depressed, and when this is questioned they attribute their in- 
adequacy to their make-up, viz. ‘It’s just me—the way I am’. In providing 
an account of cognition in persistent depression, the cognitive model must 
first describe the characteristics of overt negative thinking that are most 
immediately apparent. The belief systems underlying overt negative think- 
ing must then be examined. 
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Overt Negative Thoughts 


In the cognitive model of acute depression, Beck and colleagues (1979) 
described how negative thoughts impinge on conscious awareness in a 
spontaneous or automatic fashion. Such negative automatic thoughts are 
commonly associated with depressive affect shifts. As with the cognitive 
triad in acute depression, negative thinking in persistent depression 
manifests in low self-esteem, helplessness and hopelessness. However, the 
processes of cognitive and emotional avoidance in persistent depression 
influence the nature of the thoughts that are apparent to the therapist. In 
many cases of persistent depression, the evasion or suppression of shifts 
in affect limits the occurrence of spontaneous, ‘hot’ automatic thoughts. 


The negative thoughts that are reported in chronic cases seem less affec- 
tively charged and are often quite stereotyped or habitual. Patients may 
say the same things over and over again, using the same negative descrip- 
tions of themselves and the situation each time. Thus, Marion repeated the 
phrase ‘It’s hopeless’ like an incantation; Catherine would respond to any 
therapeutic intervention with ‘It won’t make any difference’; and Stan's 
comment on most situations was ‘I’m just pathetic’. These repetitive nega- 
tive thoughts are often global in nature and may be divorced from reference 
to any specific situation. They often contain the same thinking biases as in 
acute depression, with black and white thinking patterns and personalisa- 
tion particularly common. Although accompanied by a general mood of 
gloom, such thoughts are often not associated with changes in emotional 
state. Perhaps because of the lack of accompanying emotional arousal, such 
thoughts can not only be repetitive and held quite rigidly, but also seem 
somewhat immune to tried and trusted modes of questioning, as will be 
discussed in Chapter 6. Attempts to question these negative thoughts often 
lead to rationalisation at a superficial level with little improvement in the 
patient’s affective or motivational state. This global negative thinking may 
reflect an avoidance of thoughts about specific negative situations that may 
be inherently more emotional or ‘hot’. 


However, when avoidance processes break down, the negative thoughts 
driving that avoidance tend to become apparent. Such thoughts are 
accompanied by overwhelming levels of affect. This was true for Jean, 
who in the face of actual or perceived criticism from others would become 
simultaneously anxious, angry and guilty. At such times, she sponta- 
neously proffered a stream of automatic thoughts in which she assumed 
others were viewing her ina negative light, which she believed would lead 
them to withdraw all attention and affection forever. She would become 
enraged at the injustice of this but would also blame herself and assume 
the burden of responsibility for making peace. 
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Not only was the situation itself blown out of proportion in this way, but 
her high levels of affect were then catastrophised as a total loss of control, 
thus further exacerbating her distress. Such outbursts of emotion were 
difficult to contain and manage for both therapist and patient, so in some 
respects it was understandable that Jean used avoidance as a means of 
managing her negative affect. In these circumstances, the high levels of 
affect coupled with the rigidity of her thinking made conventional efforts 
to question Jean’s negative thoughts extremely difficult. 


Thinking Style 


In many cases of persistent depression, the style of the patient’s way of 
thinking may be as important as its negative content. The global style of 
thinking is reflected in the kinds of cognitive biases or thinking errors seen 
in persistent depression. The negative thinking of patients with persistent 
depression is often categorical and extreme. This extremity of black and 
white thinking can make the thinking biases of acutely depressed patients 
seem moderate. For example, Rosemary could concede that other depressed 
people would benefit from making some allowance for the depression, but 
drew the line at the possibility that she might give herself more time to 
do things. To her, even to consider this possibility would be categorically 
‘selfish’, as it would limit the time she had available to do things for oth- 
ers. Thinking biases such as overgeneralisation, jumping to conclusions 
and personalisation are also common in persistent depression. In acute de- 
pression, these thinking biases often reflect excessively negative inferences 
drawn from particular situations. Patients with persistent depression often 
seem to arrive at similar negative conclusions without any reference to any 
particular negative situation or trigger. 


An overgeneral style of processing has been described as an important fea- 
ture of cognition in depression that is associated with chronicity (Williams 
et al., 1997). Patients with persistent depression often seem to have great 
difficulty recounting particular incidents, whether from the recent or more 
distant past. They may be certain about some state of affairs at an abstract 
level, but be unable to back up their general view with specific instances. 
This applies to both positive and negative events, although the difficulty 
may be more marked when attempting to recall positive memories. For 
example, at one session when discussing the previous week, Julie reported 
that she had failed at just about everything she had attempted, but was 
unable to give any examples. She also said that the only thing that had 
gone well in the week was that her niece had made some kind remarks 
to her, but she could not think of the day on which this had occurred 
or the content of what had been said. It is likely that such overgeneral 
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memories have less affective impact than more specific memories. As this 
overgeneral recall does not seem to be under conscious control, it may be 
different in nature to the forms of cognitive avoidance described above. It 
may result from a detrimental influence of an avoidant style of process- 
ing on the ability to access and elaborate specific memories at the time 
of recall (Kuyken & Brewin, 1996). Alternatively, it may reflect cognitive 
disengagement from situations at the time they are encoded into memory, 
which interferes with the registration of specific information about those 
situations. 


This abstract style of processing may interfere with the accomplishment of 
particular tasks. For example, at one stage Elizabeth described having con- 
siderable difficulty completing a particularly complicated report at work. 
When the therapist asked for more details, Elizabeth could describe in gen- 
eral terms what the report was about but was unable to elaborate on its 
format or the more specific issues involved. This resulted in her difficulty 
in breaking the overall task down in order to tackle specific aspects of the 
report in a step-by-step fashion. Interestingly, this kind of clinical obser- 
vation is supported by research suggesting that the difficulty depressed 
patients have in recalling specific memories contributes to their poor prob- 
lem solving (Williams et al., 1997; Garland et al., 2000). 


The overt negative thinking observed in patients with persistent depres- 
sion is often ruminative in nature. Such rumination involves patients 
repeatedly focusing on the fact that they are depressed; on the symptoms 
of depression; on its causes and its persistence. Recent research has sug- 
gested that rumination may influence both the duration and severity of 
low mood (Nolen-Hoeksema, 1991). Importantly, this ruminative response 
style may reflect different cognitive processes to the negative automatic 
thoughts in depression. This processing style can reflect a deliberate or 
habitual strategy, rather than reflecting automatic differences in accessibil- 
ity of emotionally toned material. It is frequently encountered in patients 
for whom the theme of control is a central concern, and it may represent 
part of a strategy for managing affect. Its presence can be detected when the 
patient’s attention shifts in the session from the issue at hand to questions 
of the symptoms of depression or the likely duration and course of the 
illness. 


Underlying Beliefs 
The overwhelming affect occasionally triggered by some thoughts in per- 


sistent depression results from the profound personal significance of the 
thoughts. The thoughts that are accessible in awareness at times of acute 
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distress may directly reflect the activation of deeper level assumptions and 
beliefs. The repetitive and flat nature of much of the thinking observed can 
be seen as a consequence of protecting against such activation of deeper 
beliefs. Whereas in acute depression it is often possible to treat cases by 
addressing behaviours and automatic thoughts with relatively minimal 
understanding of or attention to beliefs, this is less so in persistent depres- 
sion. Beliefs relevant to persistent depression concern negative represen- 
tations that patients have of themselves, their relationship to others and 
the world in which they live. Rather than being transient ideas that are to 
a large extent coloured by the mood state in which they arise—as in the 
automatic thoughts seen in acute depression—beliefs are of an enduring 
nature. The person gives them credence at different times, in different sit- 
uations and in different mood states. In applying the cognitive model to 
persistent depression, it is helpful to consider three types of underlying 
beliefs: beliefs about depression, conditional beliefs or assumptions and 
unconditional or core beliefs. 


BELIEFS ABOUT DEPRESSION 


The beliefs that are often most immediately evident when working with 
cases of persistent depression are those concerning the depression itself. 
Beliefs about depression, its causes and its controllability may be fashioned 
by the patient’s repeated or prolonged experience of being depressed and 
undergoing treatment. These beliefs about depression can have important 
implications for the persistence of depression. 


Depression as a Sign of Inadequacy 


The symptoms of depression, including lack of energy and motivation, 
entail reductions in what the person is able to accomplish compared to 
usual. As a result of such limitations, patients often view being depressed 
as a sign of weakness or inadequacy. For many patients, the specific belief 
that depression is a sign of weakness is guided by a pre-existing general 
belief that emotions are a sign of weakness (see below). When the symp- 
toms persist, such weakness is viewed as characterological, rather than as 
a temporary or partial state. This view is then often reinforced by changes 
in role that may accompany the persistence of depression, such as being 
retired on medical grounds. Prior to his illness, Peter saw himself as strong, 
capable and in control of himself and his life. In his eyes, not having 
eradicated the depression at an early stage constituted a definitive failure. 
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He believed quite rigidly that ‘my depression shows what an inadequate 
person I am’ and he discounted as applying only to other people the view 
that depression is an illness. 


An unsuccessful treatment process can reinforce the belief that depression 
shows a weakness of character. When first presenting with depression, 
patients are often told that their depression is treatable and are informed 
of the range of effective treatments that are available for depression. When 
such ‘effective’ treatments are tried and found to be ineffective, perhaps 
several times over, an attribution that the illness reflects a defect in char- 
acter rather than being a treatable illness is reinforced. The explanation 
is often lent further weight by other aspects of the treatment process. For 
example, the clinician whose initial attempt at treatment has been unsuc- 
cessful may refer the patient on. Although to those who understand the 
health care system this is eminently sensible, patients who are forming a 
view that their depression proves that they are inadequate may see this 
as a sign that the clinician has given up on them. Similarly, if, as is often 
the case for psychiatrists in training positions, the treating doctor is moved 
to another position after an unsuccessful course of treatment, then this 
may again reinforce a patient’s view that they are untreatable as a re- 
sult of some fundamental inadequacy. Things are made even worse if the 
clinicians themselves, having initially approached their new patient with 
optimism and enthusiasm, become transparently discouraged and even 
disinterested when the patient fails to make a good response despite the 
clinician’s best efforts. For example, Catherine had had several experiences 
of being referred on by different mental health professionals after their 
efforts to treat her depression had met with little success. She interpreted 
this lack of success of treatments that she had been told were effective as 
evidence of her own fragility and weakness. However, she continued to 
believe that there were effective treatments available, and so also believed 
that the various treating clinicians must be withholding these from her. 
Bitterness and resentment at the failure of the treatment system were thus 
mixed in with her own poor self-esteem. 


Depression as a Biological Problem 


As wellas confirming a view of depression as a sign of personal inadequacy, 
past unsuccessful treatments can reinforce other beliefs about depression 
that affect the person’s engagement in cognitive therapy. The majority of 
patients have initially been prescribed antidepressant medication as a first- 
line treatment for their illness. The treatment rationale provided for this 
usually involves presenting depression as a biological problem. Depression 
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may be described as a chemical imbalance or as a hereditary complaint for 
which medication is the treatment of choice. Subsequent lack of treatment 
response may also have been explained in terms of biological disturbances 
in the brain. The view that depression is biological is reinforced by evident 
physical symptoms, especially lethargy and muscular aches or weakness. 
The apparent lack of relation between low mood and obvious stressors can 
also feed the idea that the problem is entirely biological. This idea can be 
integrated with the characterological view described above in a belief that 
depression is ‘stamped in my genes’. 


The strength of patients’ attributions of their problems to character or 
to biology limits their expectations of cognitive therapy. The idea that a 
few hours of talking will alleviate flaws in a person’s character is seen as 
implausible. It can seem similarly illogical to expect a psychological app- 
roach to change the nature of the brain or affect levels of neurotransmitters. 
Cognitive therapy is firmly expected to be the latest in the long line of failed 
treatments. This can result in therapy being commenced with an attitude 
of scepticism or overt antipathy towards the therapist, but an air of pas- 
sive resignation seems at least as common. As we discuss in Chapter 4, in 
presenting the rationale for cognitive therapy, it is helpful to discuss the 
interrelationships between biological changes and psychological changes. 
To encompass patients’ beliefs about depression, explaining the mainte- 
nance of their problems using a psychobiosocial model is preferable to 
using exclusively psychological explanations. 


CONDITIONAL BELIEFS 


Beliefs about depression can be quite firmly held and have significant 
impact on engagement in therapy, but nevertheless represent only the 
outer layer of cognitive content (or ‘wallpaper’) in persistent depression. 
At the next layer, conditional beliefs are rules and assumptions that gov- 
ern behaviour. Such rules stipulate that if certain conditions are satisfied, 
self-esteem is preserved. These rules can often be articulated as ‘if... then’ 
statements (‘If I do everything perfectly, then I am a worthwhile person’) 
or should statements (‘I should always put the needs of others before my 
own’). Some examples of beliefs typical in persistent depression are: ‘Tf I 
can’t do something properly, there is no point in doing it at all’ (Elizabeth); 
‘If I don’t do what other people want, I will be criticised and rejected’ 
(Jean); and ‘If I can’t control my emotions, it is a sign of weakness’ (Peter). 
These beliefs can be viewed as values that confer some benefits, but also 
entail disadvantages. The rigidity with which such beliefs are adhered to 
by patients with chronic depression prevents them, to a greater or lesser 
extent, from functioning effectively. 
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Beliefs about Emotions 


As discussed above, the belief that depression is a sign of personal inade- 
quacy is often a specific application of a more general belief that emotions 
are a sign of weakness. The different forms of avoidance discussed above 
often result from negative beliefs about the experience and expression of 
emotion. The idea that open expression of any emotion reflects a lack of 
self-control prevails in many parts of British and other cultures. Control 
of emotions may be reinforced and viewed as strong or brave, whereas 
emotional display may be punished or derided as weak. Many patients 
with persistent depression firmly and wholeheartedly endorse the view 
that emotions are a sign of weakness and should be overcome or kept 
under control. As a result of such beliefs, many patients adopt a rule that 
their feelings should be hidden from others at all times. Any display of 
emotions is predicted to lead to ridicule and humiliation. This idea often 
leads to overt behavioural avoidance of upsetting situations. For exam- 
ple, since his business had gone into receivership, Dave had seen little of 
his extended family. He knew that he would feel embarrassed, predicted 
that he would be unable to hide his upset and believed that for others 
to see this would result in complete humiliation. He thus tried to avoid 
all situations where he thought that people might ask personal questions. 
Many patients believe that emotions should not only be kept hidden, but 
should be stamped out internally too. Where patients’ rules entail overcom- 
ing their emotions completely, attempts at emotional suppression become 
mandatory. For example, Stan shared Dave’s belief that any outward sign of 
emotion would lead to ridicule and humiliation, but also believed that any 
feeling inside rendered him weak and vulnerable. His view was so absolute 
that he did not allow any feelings even about major positive events, such 
as the birth of his grandchild. 


Beliefs about Work 


Negative beliefs about emotions are often accompanied by beliefs about the 
importance of being productive. Many patients derive their sense of worth 
from being productive and see emotions as irrelevant to or interfering with 
this goal. The importance of productivity is often reflected in beliefs about 
work, which are endorsed by many men (and, increasingly, women) in 
Western society. Individually, work can provide a sense of purpose and 
meaning in life. Socially, work is important in defining roles, particularly 
masculinity, and can be the means through which status and respect (in 
the eyes of self and others) are conferred. Work is also the means through 
which someone becomes able to provide materially for others, which can 
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be important in maintaining self-worth. In persistent depression, such 
attitudes are frequently encountered in the form of beliefs such as, ‘In 
order to have respect and worth I must work’. For some individuals, simply 
working in itself confers acceptability and respectability, and being hard 
working is seen as a virtue. For others, it is vital to achieve particular sta- 
tus and respect through being outstanding in the work role. For example, 
prior to becoming depressed, Dave worked long hours striving to make 
his business the most successful in its field. When the conditions of these 
beliefs are satisfied, and the person has gainful employment, then there are 
no grounds for depression. Many patients, whose persistent depression 
followed their being made redundant, claim that they had never had a 
moment's depression before in their life. Examination of the person’s his- 
tory bears out that when they have worked there has indeed been no prob- 
lem with self-confidence or esteem. 


However, for patients with these beliefs, being unable to work is a devas- 
tating blow. Its effect on perceived self-worth is crippling, even when not 
working is a result of redundancy that is obviously not the patient’s fault. 
For example, Peter was retired on grounds of ill-health due to depression 
at age 50. As a man in his fifties still battling with his illness in an area of 
high unemployment, it was unlikely that Peter would work again. As he 
was no longer working or providing materially for his family Peter saw 
himself as worthless and avoided most social activities because he felt so 
ashamed. He saw himself as a ‘scrounger from the state’ and worried that 
this was how others also perceived him. Although Peter did not hold any 
belief that was radically different to any other man of his generation and 
social class, his belief that his worth depended on working and nothing 
else was categorical. Peter believed with an extreme degree of conviction 
that work was his only measure of worth and applied this belief rigidly. 
Although he now devoted time to his family, house and garden, he saw this 
contribution to family life as of absolutely no significance to his self-worth. 
Attempts at encouraging Peter to consider voluntary work as a means of 
deriving a sense of purpose were defeated by the fact that part of his defi- 
nition of worth was how much an individual earned. Far from improving 
his self-esteem, for Peter to consider his worth as depending on family or 
voluntary work represented in his eyes a loss of respect and dignity. As a 
result of its extremity and rigidity, the effects of his conditional belief on 
his self-esteem were as pernicious as those of an unconditional belief. 


Other Common Conditional Beliefs 


As in acute depression, conditional beliefs in persistent depression of- 
ten focus on the standards the patients should maintain in their personal 
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and social behaviour. Patients commonly apply rules about perfectionism 
and meeting high standards to performance of any tasks. For example, 
Elizabeth maintained that it was essential to her always to do everything 
to the highest possible standard and to ensure that this standard was met 
by ‘always doing things properly’. This meant that she was continually 
vigilant for any shortcomings in any of her efforts and viewed any such 
shortcomings in a highly self-critical fashion. As with many patients, she 
saw such a self-critical attitude as essential to maintaining an adequate 
standard of performance. She endorsed a belief that ‘Unless I push myself 
constantly, things I do will not be of an acceptable standard’. For other 
patients, concerns about pleasing others and gaining approval in their 
relationships are more important in maintaining self-esteem. For example, 
Rosemary adopted a rule that she should always please others. She believed 
that ‘If I do not do what other people want, they will criticise or reject 


J 


me. 


As well as determining a person’s view of their self-worth, conditional 
beliefs can also describe that person’s view of the world. Beliefs about fair- 
ness, such as ‘if you are fair to others they will be fair to you in return’ are 
commonly encountered in working with patients with persistent depres- 
sion. For example, Peter’s way of life had been greatly influenced by the 
principle that ‘if you work hard you will be rewarded’. When he was made 
redundant, not only was his sense of worth as an individual eroded, but his 
sense of justice in the world was severely compromised. This destruction of 
the contract he had always assumed existed between him and the outside 
world left him believing that life was pointless in an unfair world. Other 
changes in working practices, such as a shift from a perceived emphasis on 
quality of work to an emphasis on profit, can also infringe beliefs about fair- 
ness and result in the elimination of job satisfaction. Beliefs about fairness 
can also influence people’s expectations in relationships and importantly 
affect their reaction to events such as perceived let-downs or injustices. 


The Rigidity of Conditional Beliefs 


Beliefs that are similar in content to these may be apparent in acutely 
depressed patients or in the population at large. As with beliefs about work, 
it is the extremity and rigidity with which conditional beliefs are applied 
in chronic depression that makes their effect particularly disabling. The 
extremity of black and white thinking can be striking. For Elizabeth, the 
slightest blemish in anything she undertook could render it completely 
useless in her eyes. For Rosemary, even to consider not doing something 
that someone else wanted would cast her as a ‘horrible person’. The partic- 
ular rigidity of these beliefs can be highlighted when the patient has been 
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exposed to conflicting demands. Rosemary frequently found herself in the 
position of trying to satisfy conflicting demands from different members 
of her family. Her rule that she should please all other people all of the 
time was sometimes impossible to satisfy. When having to turn down a 
request from members of her family because of some prior commitment, 
she was unable to see this as an inevitable consequence of the situation. 
Instead, she would blame herself for being unable to meet all the demands, 
and would greatly fear the anger of whomever she had been unable to 
please. 


The rigidity with which beliefs are applied can also lead to particular 
difficulties in situations where more than one belief is activated simul- 
taneously. For example, Elizabeth’s belief that ‘if you don’t do something 
properly there is no point in doing it at all’ would often make her anxious 
about the tasks that confronted her. To attempt these tasks would then 
activate another belief that ‘if I am emotional, it shows I am not in con- 
trol of my faculties’. Her inability to suspend or tone down one rule in 
order to satisfy the conflicting demands of another resulted in her being 
in a state of almost constant dissatisfaction with herself. Where condi- 
tional beliefs are applied in an absolute and rigid fashion, their detrimen- 
tal effects can be as inevitable as those of unconditional or core beliefs that 
often form the most fundamental layer of negative cognition in persistent 
depression. 


UNCONDITIONAL BELIEFS 


The cognitive model proposes that the chronic cognitive triad (low self- 
esteem, helplessness and hopelessness) in persistent depression is under- 
pinned by unconditional beliefs about the self, other people and the world. 
These generalised negative beliefs are tacitly held as unquestionable truths 
and so guide the processing of information in a distorted or prejudicial 
fashion (Padesky, 1990). Unconditional beliefs about the self most com- 
monly cluster around two main themes: that of weakness and that of 
unacceptability. Beliefs about weakness include ‘I am inadequate or weak’, 
where the person considers that they fundamentally lack the resources to 
meet external or internal challenges, and ‘Tam vulnerable’, where the per- 
son has an enduring expectation of harm either from ridicule by others 
or from being overwhelmed by emotions. Beliefs about unacceptability 
include ‘Iam bad’, where the focus is on selfish impulses and feelings seen 
as morally unacceptable, ‘I am horrible or unlovable’, where the person 
believes that they can only ever be criticised or rejected by others, and 
‘I am no good’, where the person believes that they can never meet the 
standards required to gain the approval of others. Other common beliefs 
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are ‘lama failure’, ‘Iam worthless’, ‘Iam inferior’, ‘I don’t count’ (insignif- 
icance) and ‘I am neglected or deprived’. To the patient, the experience 
of these unconditional beliefs being activated is of the awful truth about 
them being cruelly exposed, so such activation can trigger overwhelming 
affect. Behavioural, cognitive and emotional avoidance can be understood 
as strategies to prevent such activation or limit its consequences. In some 
patients with persistent depression, these unconditional beliefs are evident 
from the earliest stages of therapy. For others they become clear only after 
considerable effort at cutting through the ‘smokescreen’ of avoidance. 


Prejudicial Processing 


Unconditional beliefs are maintained by cognitive and behavioural pro- 
cesses, which have been well described in previous texts (Beck et al., 1990; 
Padesky, 1994; Young, 1990). Ata cognitive level, such beliefs serve as prej- 
udices, such that only experiences consistent with the negative view get 
noticed and remembered. When positive information that could disconfirm 
the belief is encountered, it is ignored, dismissed or discounted in some 
way. This cognitive bias in the way that information is processed reinforces 
the unconditional beliefs. For example, Marion saw herself as ‘unlovable’ 
and so always expected that other people would reject or abandon her. 
An incident early in therapy suggested how biases in her processing of 
information might have served to maintain this belief. Marion was 15 min- 
utes late for an appointment on a cold, snowy December day. The bus 
had been late and she had walked a mile to the session, where she arrived 
flustered, shivering and soaking wet. She apologised profusely and repeat- 
edly for being late. The therapist hung Marion’s coat on the radiator to dry 
off, offered her some paper towels to dry her hair and face, and then of- 
fered to make her a hot drink. Marion started to cry and when asked what 
was upsetting her, she replied “You are being kind to me. It doesn’t seem 
right—I was late. I don’t deserve it’. This interaction was subsequently 
used to illustrate how experiences inconsistent with her view of herself 
as unlovable could not be processed. The therapist’s reaction to her being 
late made no sense to her. She elaborated that it would be dangerous to 
trust the therapist’s kindness because ultimately she would be discharged 
from therapy and the potential for future kindness would be lost. Similar 
processes operated outside the therapy setting: when anyone seemed to 
like Marion, she believed that this was only because she complied with 
their wishes rather than because they liked her as a person. In contrast, she 
considered any negative reactions to be truly reflective of her real, unlov- 
able self. The idea of unconditional beliefs as self-prejudices is discussed 
in more detail in Chapter 7. 
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Schema Maintenance Processes 


As well as being reinforced by these cognitive biases, unconditional beliefs 
are further reinforced by their reciprocal relationship with conditional 
beliefs and the behavioural strategies associated with them. Young (1990) 
has described these processes as schema compensation, schema avoidance 
and schema maintenance. Conditional beliefs can specify compensatory 
strategies, whereby the individual tries to make up for the deficiency de- 
fined by their unconditional belief. For example, Kate believed that she 
was a bad or ‘horrible’ person. To prevent people discovering this, Kate 
took great pains to try to please others. She believed that ‘Unless I please 
other people, I will be rejected’ and so had great difficulty asserting her 
own needs in relationships. Whenever Kate did receive positive feedback, 
she attributed it to having done everything she could to please. She saw 
this simply as maintaining a façade, and thus continued to believe she 
was horrible in essence. If she ever perceived someone reacting negatively 
to her, she would become distraught as she believed that they had seen 
through her façade to her real character. The compensatory strategy spec- 
ified by her conditional beliefs thus left her unconditional negative view 
of herself untouched. This strategy had a number of other effects, which 
only served to reinforce her view of herself as horrible. Always doing what 
others wanted often resulted in her becoming silently resentful, which she 
interpreted as further evidence of being horrible. When on occasion her 
bottled up resentment exploded into poorly controlled displays of anger, 
commonly at innocent parties, this confirmed her horribleness. Further, her 
acquiescence to others’ wishes meant that she had landed in a succession 
of relationships with men who had treated her in an abusive fashion. She 
believed that these relationships were indicative of what someone like her- 
self could expect and that for the abuse to keep repeating itself must mean 
that in some way she deserved it. Thus, far from mitigating or weakening 
unconditional beliefs, conditional beliefs or compensatory strategies often 
serve to reinforce them. 


Where unconditional beliefs concern unacceptability, conditional beliefs 
often specify compensatory actions that aim to achieve some external goal. 
Thus, someone who believes that they are unlovable will try to prevent 
this being noticed by pleasing other people. An individual who believes 
that they are no good will try to succeed in everything they undertake. The 
person’s emotional state depends on the extent to which their compen- 
satory strategies succeed in masking the unconditional belief. Thus, when 
beliefs about unacceptability are most dominant, patients will generally be 
vulnerable to experiencing high levels of affect. In contrast, unconditional 
beliefs about weakness are often associated with conditional beliefs about 
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maintaining control over emotions. Stan’s view of himself was summed 
up in therapy as an unconditional belief ‘Iam weak’. This resulted in his 
endorsing a rule ‘I must never allow myself to get emotional’. As described 
above, this led to his suppressing all feelings, negative and positive. Thus, 
where beliefs about weakness predominate, emotional flattening tends to 
result. This prevents the acute emotional arousal that the patient is most 
likely to interpret immediately as weakness. However, it can still lead 
to the beliefs about weakness being reinforced. For Stan, as his gloomy 
state was so unvarying, it came to seem that he was unable to control it. 
The resulting sense of helplessness fed into his view of himself as weak. 
In addition, his suppression of his wishes and desires resulted in inertia 
and passivity. In comparison to this, when he saw other people satisfying 
their personal goals or desires, he interpreted it as further evidence of his 
weakness. 


Conditional beliefs and the ensuing compensatory strategies are thus used 
to prevent activation of unconditional beliefs, but may also have the 
effect of maintaining or reinforcing those very beliefs. In a similar fash- 
ion, avoidance may also be used directly to prevent such activation and 
may also serve to maintain the beliefs. Where patients have core beliefs 
about unacceptability, a common strategy is to prevent other people from 
realising this by avoiding certain types of people, relationships or interac- 
tions. To return to Marion, her view of herself as ‘unlovable’ led her to avoid 
social contact as much as possible in order to avoid the possibility of rejec- 
tion. Where she could not avoid social contact altogether, she would try to 
keep any contact on as superficial a level as possible. As a result, Marion’s 
network of social relationships was indeed impoverished: she had few 
friends and those relationships she had were not close. She interpreted 
this state of affairs as a sign that she was not loved as much as others, 
which reinforced her belief that she was unlovable. Avoidance can also 
reinforce beliefs about weakness. For example, Stan’s view of himself as 
weak meant that he believed himself to be incapable of making decisions 
and unable to cope with the consequences of making the wrong one. He 
thus tried to avoid making any. The result of this was that others tended 
to make any decisions for him and he would go along with things that 
would patently not have been his choice. He then interpreted being sub- 
jected to these undesired situations as evidence of powerlessness, which 
again reinforced his view of himself as weak. 


A process of schema maintenance can also occur, where the person 
behaves in ways that are directly consistent with the schema. Believing 
that they are inherently unlovable can induce some people to behave in 
ways that are unpleasant or uncaring. By behaving in a hostile or reject- 
ing fashion, the person can avoid appearing to have been rejected. This 
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can give the sense of having decided to act this way and hence of hav- 
ing some control over the perceived inadequacies. However, this course 
of action reinforces a negative self-view. The patient is likely to inter- 
pret their own negative behaviour as confirmation of their unacceptability 
as well as in fact alienating other people and inviting hostile responses. 
This was sometimes true of Kate (described above). Although she usually 
attempted to compensate for her view of herself as ‘horrible’ by pleas- 
ing others, on occasion she would instead adopt a cynical and dismissive 
tone towards others. This tended to occur in relatively impersonal situ- 
ations where she perceived that she had little chance of eliciting a good 
reaction however she acted. At her doctor’s surgery, for example, she had 
acquired a reputation for being rude and aggressive over the way she 
handled requests for appointments or prescriptions. Although in these sit- 
uations she appeared haughty and overconfident, she saw the ensuing 
reluctance of the staff to help her as further evidence of just how horrible 
she was. 


Beliefs about Others and the World 


Rigid, unconditional beliefs shape not only patients’ views of themselves, 
but also of other people and the world around. Patients witha view of them- 
selves as weak often have an exaggerated and fixed view of the infallibility 
or ‘normality’ of others. They believe that others always deal smoothly with 
any real problems that they encounter and are never subject to any unex- 
plained mood swings or irrational reactions. For example, when asked to 
describe how he saw other people, Stan replied that they were ‘normal’. As 
well as believing that other people’s feelings always made sense and were 
in proportion to events, Stan believed that others had no difficulty express- 
ing themselves and getting what they wanted in life. Patients who view 
themselves as unacceptable often have a complementary view of others as 
critical and judgemental. For example, Marion expected other people to de- 
mean or reject her at every turn. It was described above how she tended to 
interpret others’ kindness or sympathy as patronising or, in the case of her 
therapist, as a purely professional reaction. Patients who see themselves as 
worthless or not good enough frequently express a view of self-in-relation- 
to-others that is hierarchical in nature. Underlying interactions with oth- 
ers, there is a comparison drawn in which patients usually see themselves 
as less than others in some way. Within this hierarchy, some patients at 
times attempt to bolster their fragile self-esteem by viewing themselves as 
superior to some others. In such instances the patient may be overtly criti- 
cal of another or seem to bask in the misfortunes that have befallen some- 
one else. 
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In considering patients’ view of the world or life in general, the most com- 
mon theme in persistent depression is that of harshness. Patients do not 
expect life to treat them well, either in terms of good fortune or from the 
results of their own efforts. One patient summed it up as ‘Life has got it in 
for me’. The particular slant put on this view of the world as harsh depends 
on its interaction with beliefs about self and others. Patients with the hier- 
archical view of self and others described above talk about a competitive 
‘dog eat dog’ world. Those with high levels of anxiety view the world as 
particularly dangerous and unpredictable, whereas a view of the world as 
unfair is common in those with anger as a dominant feature. These negative 
views of the world can be particularly associated with the helplessness of 
persistently depressed patients. Patients’ beliefs that the world is harsh can 
be self-referent in that they may believe that the world is particularly cruel 
to them. However, this is not always the case. Some patients are sensitive 
in general to any signs of suffering or injustice in the world, whether on a 
small scale or a global level. In some patients, poring over news reports of 
every tragedy or attending to every sign of misfortune that they encounter, 
from the weather to bad driving, reinforces this sensitivity. In others, the 
view that the world is too awful to be faced is fed by avoiding or minimising 
contact with the world as far as possible. 


SOCIAL FACTORS IN PERSISTENT DEPRESSION 
Maintaining Factors 


From the above descriptions, it is clear that persistent depression is main- 
tained not just by beliefs held inside the person’s head. These beliefs 
manifest themselves behaviourally, often with detrimental consequences 
for the nature of the social environment in which patients find themselves. 
Whatever the precise nature of their beliefs, most patients with persis- 
tent depression drastically restrict the kinds of situations or experiences 
in which they participate. Whether their beliefs are of weakness, badness 
or worthlessness, patients tend to hang back from social contact and to 
behave in self-effacing and placatory ways when in social situations. They 
may have few social relationships and those they have, whether with part- 
ners, friends or acquaintances, often seem to be with people they do not 
particularly like. Similarly, this reluctance to express or assert themselves 
limits the chances of fresh social and occupational opportunities. The result 
is that patients are often underemployed or stuck in jobs they do not like 
or to which they are not suited. The consequent lack of positive feed- 
back or reinforcement from the environment clearly serves to maintain 
the depression and the negative beliefs. The interaction between negative 
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beliefs and negative life situations thus forms a vicious circle that is crucial 
in the current, ongoing maintenance of persistent depression. 


Triggering Factors 


Negative events or situations also have an important role in the initial 
development of persistent depression, sometimes through triggering the 
onset of depression. The role of events in triggering onset is evident in 
cases where rigid conditional beliefs are apparent. Loss of or disruption in 
relationships has long been recognised as a common trigger for depression, 
particularly in those whose self-esteem depends greatly on being liked or 
approved of. In comparison, patients who believe that their work deter- 
mines their personal worth are more susceptible to events that disrupt 
their working life. Redundancy is the most obviously depressogenic type 
of event, but more subtle changes in working practices can also be devas- 
tating to those with rigid beliefs. In business, recent examples of changes 
in the working culture include change from an emphasis on mutual sup- 
port to an emphasis on profit and change from an emphasis on quality of 
product to an emphasis on presentation. In the public services, changes 
in the working culture have included changes in emphasis from caring to 
efficiency and from clinical judgement to standardised protocols. Particu- 
larly where such changes are imposed suddenly, such as when a company 
that has provided employment for many years is taken over, this can lead 
to unaccustomed pressure and conflict, which are not well tolerated (as 
was the case for Peter and Graham described in this book). The resulting 
stress results in the person taking time off for physical or mental ailments 
and consequently feeling more guilty and ashamed. When low mood and 
loss of motivation then set in, the patient is diagnosed as depressed, the 
sense of weakness or worthlessness deepens and the cycle of persistent 
depression is underway. 


Predisposing Factors 


In the cognitive model, as well as contributing to the triggering and main- 
tenance of current depression, situational factors also have a longer-term 
influence on vulnerability to depression. In particular, events or circum- 
stances play a crucial role in the development of maladaptive beliefs. 
Important beliefs about the self and others are often formed through learn- 
ing from experiences during childhood and adolescence. The impact of 
early loss, trauma or abuse on the development of negative beliefs has 
been extensively considered in cognitive therapy (e.g. Beck et al., 1990). In 
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patients with persistent depression, overt trauma is often absent and other 
factors, such as neglect or being subject to rigid standards or rules across a 
variety of situations, may be most important in the development of beliefs. 


Some patients with persistent depression report histories of harsh or abu- 
sive upbringings, as would be expected. Repeated experiences of being 
harshly criticised, punished, beaten or, more rarely, sexually abused, result 
in a view that abuse is all that can be expected. As no alternative view 
is apparent, the child forms a view that such treatment is deserved and 
so develops a view of self as being inherently unacceptable or bad. The 
violence does not necessarily have to be directed at the future patient. 
Many patients with persistent depression report an aggressive atmosphere 
between their parents, where either they were given or they assumed 
responsibility for trying to maintain a fragile peace. For example, Marion's 
mother would use Marion as a barrier to prevent her being hit by her 
alcoholic husband. Even when there was no imminent threat of violence, 
Marion was petrified of provoking any trouble. She quickly learned to be 
quiet and not to ask for anything, but despite this was not successful in 
preventing the violent outbursts. Her thinking that her own needs were 
unacceptable and that she was in some way to blame for not preventing 
the violence contributed to her developing a view of herself as unlovable. 


Neglect does not always occur in such obviously violent or abusive cir- 
cumstances. It can occur through parents modelling an overemphasis on 
the value of achievement, productivity and work over caring, kindness 
or family values. Through observing such role models, the future patient 
comes to adopt beliefs that they only have any worthas long as they achieve 
things. For example, Elizabeth described her mother as a strict woman with 
very high standards. She expected Elizabeth also to meet the standards that 
she set and restricted Elizabeth’s opportunities to do things in any other 
fashion by continually monitoring her activities. It was not surprising that 
Elizabeth saw herself as worthless unless she continually met these very 
high standards. 


Although abuse or neglect are common in the backgrounds of patients with 
persistent depression, it is not uncommon for negative beliefs to develop 
in a context that is more ambiguous and less readily identified as negative. 
Indeed in many cases, the strength of the person’s negative view of them- 
selves seems inconsistent with their reports of a trouble-free childhood. On 
closer examination, it sometimes seems to be the extreme ‘normality’ and 
lack of any observable ructions that has been pathogenic. Certain families 
seem to emphasise a view that life proceeds smoothly at all times and that 
even when things go wrong, no one gets upset. Disagreements and anger 
are never expressed. When children who grow up in this family ‘culture’ 
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experience upset, they perceive themselves as something of an oddity and 
start to form the view that they are weak compared to others. This was the 
case for Stan, who described both his parents in terms of being kindly and 
calm, but perhaps somewhat distant. He remembered repeatedly being 
teased as a little boy at school, for example about his ears sticking out, and 
becoming very upset. At home, he found himself unable to express his 
upset to his family and instead pretended he was fine. Because he knew he 
was not fine, he felt ashamed of his reaction and started to see himself as 
weak. Although thoughts about the particular taunts about his ears did not 
now bother him, the sense of weakness for being upset by it had persisted. 
Such a view of self as weak may be wittingly or unwittingly reinforced by 
the reactions of other members of the family to the child’s upset. Whether 
told forcefully or gently not to be upset, the implicit message is that, if 
you are upset, there is something wrong with you. This can then form the 
template or schema that is fertile ground for later pathology. 


Particular circumstances at home or at school can thus have a strong 
influence on the formation of negative beliefs. For some patients, the unifor- 
mity in the attitudes encountered across different situations may reinforce 
negative beliefs or foster their being rigidly applied. For many people, 
being subjected to some pernicious influence in one situation, for exam- 
ple at home, may be balanced by a supportive influence in another sphere, 
for example at school. Even traumatic or repeated negative experiences 
frequently do not seem to lead to the global or rigid negative beliefs 
often seen in persistent depression. Conversely, the imposition of rela- 
tively innocuous conditions across different situations is sometimes central 
to understanding the development of maladaptive beliefs. For example, 
Graham described being vigorously encouraged by his parents to strive for 
excellence. There was nothing exceptional about this, but Graham was sent 
to a church school that propounded similar attitudes. Graham’s social life 
as a child revolved around home, school and church and so he experienced 
limited exposure to different attitudes and encounters with people outside 
of and disapproved of by his milieu. In the face of the constancy of this 
striving for perfection, the strength of his view of himself as inadequate 
became understandable. Similarly, if a child sees any display of emotions 
being scorned both within their family and in wider social circles, their view 
of emotions as a sign of weakness may be particularly firm. For example, 
Peter’s upbringing in a working-class family in Scotland helped to explain 
his belief that showing emotions was a sign of weakness. In this wider cul- 
ture, control over emotions generally is an important part of being seen as 
strong or masculine, but displays of joy or grief are often deemed accept- 
able ‘behind closed doors’. That Peter’s family did not display emotions 
even in private made his view of emotions as weak particularly categorical. 
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THE CHRONIC COGNITIVE TRIAD 


In acute depression, the concept of the negative cognitive triad is helpful 
in conceptualising patients’ problems. Negative thinking about the self, 
the world and the future can usually be identified with suitable prompt- 
ing. In persistent depression, the negative thinking in each domain is not 
necessarily linked to specific triggers or to changes in emotional state. In 
some patients, negative thinking may be immediately apparent, whereas 
in others overt negative thoughts may be evaded or denied. The model pro- 
poses that the negative thoughts central to persistent depression are endur- 
ing in nature and have become more closely interwoven with associated 
behavioural strategies and their social and environmental consequences. 
The chronic cognitive triad encompasses the domains of low self-esteem 
(self), helplessness (world) and hopelessness (future). The chronicity of 
negative thinking in each domain is a result of three factors. Firstly, negative 
beliefs confer enduring vulnerability to negative thinking in each domain. 
Secondly, avoidance and compensatory processes are used to handle the 
distress that would otherwise be constantly present when the beliefs were 
activated. Thirdly, the recurrence of negative situations and events, which 
are made more likely by those avoidance and compensatory strategies, 
confirms and entrenches the beliefs. 


Low Self-esteem 


Although low self-esteem is virtually ubiquitous in chronic depression, it 
is manifest in different ways in different patients. In many patients with 
persistent depression, negative thinking about the self is overt and is evi- 
dent in their persistent self-criticism or self-blame. For some patients, such 
as Elizabeth, each attack on the self is experienced as depressing, so chronic 
low self-esteem is a painful experience. For her, engaging in any task once 
she was depressed entailed almost certain failure to live up to her high 
standards, and resulted in a barrage of self-criticism and consequent upset. 
Some patients take responsibility for any actual or perceived problem they 
encounter, and are constantly racked by guilt. In many other cases, negative 
thinking about the self may not always be evident, but any apparent self- 
esteem is fragile. For example, Kate kept negative thoughts from her mind 
and denied thinking negatively whenever possible. However, even when 
she seemed well, she was highly vulnerable to any event that triggered 
any negative self-evaluation. As the negativity was often extreme, her self- 
esteem was very fragile. Whenever her self-esteem crashed down, it had 
devastating consequences for her mood. For other patients, self-criticism 
has a more ritualistic quality and, although set in a background of low 


56 COGNITIVE THERAPY FOR PERSISTENT DEPRESSION 


mood, does not itself evoke distress. Stan tended to keep negative thoughts 
from his mind by avoiding any challenging situations. However, when 
challenged or presented with negative possibilities, he would endorse them 
in a resigned fashion. His passivity and emotional suppression protected 
him from any acute sense of devastation. 


Whether chronically low or fragile in nature, low self-esteem needs to be 
formulated at a number of levels. For patients with persistent depression, 
underlying beliefs define the fundamental experience or truth about them- 
selves as inherently negative. These negative beliefs provide the grounds 
for low self-esteem that is then cemented by the effects of avoidance, 
compensatory strategies, overt negative thinking and life changes once 
depressed. For example, beliefs about weakness and inability in patients 
like Stan often result in self-protective strategies. Thus, Stan rarely even 
set himself any goals or articulated any wishes for fear of not satisfy- 
ing them. This led to a blanket lack of initiative and the suppression 
of any distressing feelings. However, the lack of pleasure, satisfaction 
or achievement and the dominance of others in his life provided con- 
stant proof of his negative self-image. In this way, beliefs about weakness 
and emotional control are often associated with chronic low self-esteem, 
which is characterised by a lack of self-confidence. Negative self-evaluative 
beliefs about badness and unacceptability are associated with more acutely 
painful low self-esteem, as is experienced by patients like Kate. When her 
belief that she was horrible was activated, she was subject to self-critical 
and self-punitive thinking and intentions, leading to intense self-hatred. 
When these beliefs had successfully been deactivated through avoidance 
or compensation, her low self-esteem was less evident. The fragility of 
self-esteem in such cases may be seen in lability over time or in the 
patient’s self-protective prickliness or hostility when in a less depressed 
state. 


Most patients attribute their difficulties—whether with persistent depres- 
sive symptoms, with never getting any satisfaction, or with flare-ups of 
extremely painful feelings—to their make-up or character. These charac- 
terological attributions for their difficulties provide further confirmation 
for their negative beliefs about themselves and their lives. Thus, patients 
who have difficulty initiating any satisfying activity may interpret this in 
terms of weakness; patients who have mood swings see them as unaccept- 
able; patients who are subject to many unfortunate events see themselves 
as responsible or even as cursed. Importantly, patients do not see that they 
have any role in making these interpretations or attributions, but experi- 
ence their view as ‘the way I am’. This certainty that any ongoing difficulty 
reflects some inherent flaw or defect means that low self-esteem is contin- 
uously confirmed, reconfirmed and then entrenched. 
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Helplessness 


Most depressed patients see the world as an unrewarding or hostile 
environment affording only unpleasant outcomes that cannot be pre- 
vented. In acute depression, perceptions of helplessness can result from 
the biasing effect of low mood on judgements of control or from overgener- 
alised conclusions drawn from particular events. In persistent depression, 
helplessness results from a more complex interplay of beliefs and coping 
strategies. It can be manifest in different ways in different patients. For 
patients with beliefs about weakness and incapability, helplessness arises 
mainly through seeing positive outcomes as unattainable and manifests 
itself in passivity. Other patients are helpless in the face of the consistent 
failure of their often frantic efforts to prevent negative outcomes, such as 
the surges of overwhelming distress that occur when attempts to conceal 
presumed inadequacies break down. Either way, the result is that patients 
see good reasons to believe that they cannot get what they want from life. 


Passivity is one of the most striking features in the presentation of many 
patients. It is a particularly common manifestation of helplessness in 
patients for whom emotional suppression is strongly evident. Such passiv- 
ity is often based on the perception that no activity could have any desirable 
effect. Taking Stan as an example, his passivity and reluctance to initiate 
action resulted in his life being lacking in sources of reward or reinforce- 
ment. Rather than setting goals or working towards the satisfaction of any 
desires, he simply tended to suppress any wishes. Even when apparently 
desirable outcomes arose in his life—for example, when his family were 
pleased with anything he had done for them—he did not allow himself any 
pleasure in case it did not last. This reinforced his view that there was noth- 
ing he could do to feel any better. Helplessness in such cases arises from 
the unremitting flatness of the emotional landscape. Helpless passivity can 
also result from life events that shatter the person’s view that their life has 
some value. For Peter, redundancy was a severe blow to his self-esteem. 
Moreover, it wiped out the value of any of his remaining social and leisure 
activities. While he was working, activities such as socialising and playing 
sports served to confirm that his life had value and were thus reinforcing. 
His redundancy undermined any reinforcement from these activities. To 
him, there seemed to be nothing he could do to restore the overall value to 
his life, which was previously conferred by working. His helpless outlook 
was therefore a result of the combination of his rigid belief about the value 
of work combined with the event of redundancy. 


In other patients, helplessness focuses on inability to control negative 
outcomes, rather than from the impossibility of attaining any positive 
outcomes. For some patients, the chronicity of material and social adversity 
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in the external environment is the key factor in triggering helplessness. For 
Julie, the initial onset of her depression was related to her divorce from her 
first husband, and since then she had experienced several bereavements, 
had entered into an unhappy second marriage and her teenage children 
were having serious problems. This series of major life events, some of 
which may have been made more likely by her depression, undoubtedly 
contributed to her view that there was nothing she could do to stop bad 
things happening. Moreover, her inability to avert these events confirmed 
her longstanding belief that she was responsible for bad things. For other 
patients, it is the uncontrollability of negative emotions that forms the 
focus of their helplessness. For Kate, lapses in her behavioural or cognitive 
avoidance of difficulties led to surges of overwhelming emotion. When- 
ever these struck, she saw them as entirely beyond her control and felt 
extremely helpless and frantic. Even in her better moments, she had a 
sense that emotional disaster could strike at any time. Her constant efforts 
to prevent or relieve distress through keeping painful thoughts and feelings 
out of her mind could not prevent these crises. She did not see the possi- 
bility that her avoidance was contributing to her problems and concluded 
that she was helpless to avert this overwhelming distress. In such patients, 
each crisis feeds back into their underlying view of themselves as unac- 
ceptable, confirming the view that they will not be able to prevent further 
disasters. 


Hopelessness 


Most patients with persistent depression believe that things cannot get 
better for them. They tend to see their depression stretching ahead indef- 
initely into the future and believe that any treatment is doomed to fail. In 
part, such hopelessness may be based on the person’s current experience 
of low mood, as in acute depression. However, as with low self-esteem and 
helplessness, there are usually additional factors contributing to hopeless- 
ness in persistent depression. Again, patients’ ongoing experiences, the 
influence of their avoidance and compensatory strategies on those expe- 
riences and their long-held underlying beliefs can all contribute to their 
hopeless perspective. The failure of previous treatments to produce the 
desired alleviation of the depression is usually the most obvious factor 
supporting the patient’s hopelessness. Especially where such treatments 
have initially been presented as ‘effective’, the persistence of symptoms 
despite treatment results in a view that nothing will work. Patients often 
view such lack of response to treatment as showing that the depression has 
become part of their make-up. This feeds into both their low self-esteem 
and into their hopelessness about the chances of things ever improving. 
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In many cases, while these recent experiences of treatment are important 
contributors to hopelessness, they often serve to confirm and solidify a 
previous tendency to view life from a hopeless standpoint. Some patients 
endorse a long-held belief that always assuming the worst will protect them 
from disappointment. Such a pessimistic outlook is often part of an over- 
all strategy of emotional suppression and control. For example, Stan had 
always believed that by not allowing himself any expectation of any posi- 
tive outcome he could keep the potential for failure or disappointment to a 
minimum. He described going into most endeavours in his life, including 
his marriage and his job, with this attitude. Since he had become depressed, 
he viewed his symptoms and their lack of response to treatment in simi- 
lar terms and thought it best not to let anything raise his hopes. Thus, his 
long-term tendency to adopt a pessimistic outlook had become entrenched 
in his hopelessness about his depression ever improving. In such patients, 
pessimism can be seen as a strategy that has been adopted pre-emptively 
in order to avoid or control negative emotions. 


For other patients, pessimism is a consequence of repeated experiences 
of external setbacks or recurrences of depressive experiences. Some pa- 
tients are desperate to avoid experiences of failure, rejection or depression 
that will reconfirm their negative view of themselves. However, they have 
learned ‘the hard way’ that no matter how much they try to succeed, be 
liked or stay in control, things will always go wrong. Patients such as Kate, 
who are highly avoidant of the possibility of failure or rejection, become 
extremely sensitive to any signs of the outcomes they fear. Whenever they 
encounter any sign of failure or rejection, it seems like another disaster and 
confirms to them that things in their life will never improve. Attributing 
any ongoing difficulties to inherent defects of character not only maintains 
low self-esteem, but also means that patients can see no possibility of things 
improving. As with low self-esteem and helplessness, the hopelessness of 
persistently depressed patients becomes more and more entrenched as on- 
going difficulties are interpreted in terms of long-held negative beliefs. 


A SUMMARY OF THE COGNITIVE MODEL 
OF PERSISTENT DEPRESSION 


The cognitive model of depression is represented in Figure 1.2. The main 
pathways contributing to the model of acute depression are shown as bold 
lines. In acute depression, the centre of the action is at the level of the nega- 
tive automatic thoughts that trigger or maintain negative emotions. These 
thoughts are specific to certain situations or times of low mood and are 
fuelled in the main by conditional beliefs. As the beliefs are conditional, 
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Figure 1.2 The cognitive model of persistent depression 


=> Main pathways in cognitive model of acute depression 
— Additional main pathways in persistent depression 


thinking errors and specific negative thoughts arise under certain condi- 
tions and are then sustained by the low mood they provoke. Low mood 
can also result in avoidance, which also feeds into the vicious cycle. 


A number of additional factors contribute to the persistence of depres- 
sion, as shown in the pathways indicated by fine arrows. The cognitive 
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triad cannot be described simply in terms of automatic negative thoughts. 
Rather, low self-esteem, helplessness and hopelessness reflect more 
enduring and deeply held beliefs. These beliefs are closely interwoven 
with patterns of behaviour and their social consequences. In many cases, 
unconditional beliefs about the self, others and the world are evident. 
Furthermore, rigid conditional beliefs are often applied inflexibly across 
many different situations. The unconditional nature and rigid application 
of these beliefs renders the person pervasively vulnerable to low mood. 
However, the actual experience of low mood is mitigated by the employ- 
ment of various avoidance strategies driven by these beliefs. Whereas in 
acute depression, avoidance tends to be gross in nature and triggered by 
low mood, the avoidance in persistent depression is subtle and ubiquitous. 
Subtle forms of behavioural, cognitive and emotional avoidance can all be 
identified, and can be related to the precise nature of underlying beliefs. 
Aggressively negative views of the self as unacceptable tend to be associ- 
ated with behavioural and cognitive avoidance of situations and thoughts 
associated with those beliefs. Views of the self as weak and vulnerable are 
more likely to result in a blanket restriction of emotional experience. These 
attempts to limit acute emotional distress lead to dysfunction in the regu- 
lation of affect, resulting in either overwhelming, unregulated distress or 
in the suppression of much vital experience. 


Beliefs and avoidance strategies are thus seen as important in rendering 
patients vulnerable to the persistence of low mood. The environmental and 
psychological consequences of long-term use of avoidance are then impor- 
tant in reinforcing and maintaining low mood. One result of avoidance is 
that patients restrict the range of activities in which they engage. Failure to 
express their own wishes or to work towards desired goals results in their 
becoming trapped in unfulfilling situations at best. At worst, a patient’s 
passivity or acquiescence to undesirable situations culminates in extremely 
aversive outcomes, such as exploitation or abuse. Life becomes devoid of 
any positive rewards that could lift the person’s low mood. Environmental 
changes arising as a result of the depression, such as medical retirement or 
divorce, further deprive the patient of sources of pleasure or satisfaction. 
The constant influx of negative information reinforces the negative beliefs. 
Persistent low mood states may then be reinforced by the constant activa- 
tion of negative beliefs through these negative experiences, and this can 
lead to an intensification of avoidance strategies and further deterioration 
of the environmental conditions. 


Whether the depression has persisted lifelong or has been triggered by a life 
event such as redundancy, its persistence results in the emergence of beliefs 
about the depression itself. When attempts to control depressive feelings 
and symptoms are unsuccessful, this supports the view that the depres- 
sion is entirely beyond the patient's control. This belief that the depression 
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is uncontrollable increases the sense of helplessness and exacerbates the 
patient’s passivity. Further, the lack of response of the depression to 
assured ly effective treatments confirms beliefs of inadequacy and intrinsic 
defectiveness. The beliefs about the depression itself thus feed back into 
the central negative beliefs, which in turn serve to maintain the depression. 
As can be seen in Figure 1.2, a long-term vicious circle arises, whereby the 
environmental consequences of the avoidance and depression reinforce 
the negative beliefs which feed back into the depression. 


An important factor that differentiates persistent depression from acute 
depression, as may seem obvious, is the timescale over which these 
vicious circles operate. In acute depression, the vicious circles of automatic 
thoughts and negative feelings are instantaneous. Changes in the extent 
to which activities are engaged in or avoided also occur across timescales 
of days or weeks and have concomitant effects on emotions within this 
timescale. By comparison, the vicious circles in persistent depression 
reflect patterns occurring across months and years. Central beliefs, 
dysfunctional affect regulation, behavioural passivity, and unsustaining 
or aversive environments may also have gradually and cumulatively fed 
into each other for many years. 


VARIATIONS IN CLINICAL PRESENTATION 


The Introduction outlined the heterogeneous nature of persistent depres- 
sion, and a number of subgroups of patients with persistent depression 
were identified. These include: 


(1) patients who have suffered from at least low-grade depressive symp- 
toms for most of their adult life; 

(2) patients who have experienced multiple, recurrent depressive 
episodes, with incomplete recovery from the most recent; 

(3) patients whose symptoms persist following treatment of a first acute 
major depressive episode, often following a major life event. 


Genetic, neurochemical or even changes in the structure of the brain may 
play a role in the persistence of symptoms in any of these groups. How- 
ever, the nature of the central beliefs and the predominance of different 
processes of avoidance can make important contributions to understand- 
ing differences in the presentation of cases. In grouping different kinds 
of chronically depressed patients, two factors are particularly important: 
history of depression and the variability of emotional experience. In terms 
of the history of depression, some patients report always having had prob- 
lems with depression, whereas others can identify a clear onset. In terms 
of the variability of depression, the emotional experience of some patients 
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is intense and highly labile, whereas for others, emotional experience is 
depleted and flat. 


Patients who report always having had problems with depression have 
often been described as having a depressive personality (group 1 above). 
In these patients, the model supposes that unconditional beliefs will be 
important. Some patients, such as Stan, describe continuous, usually low- 
grade depressive symptoms throughout their adult life. Because of the lack 
of variation in the patient’s mood state, it is often hard to date the onset 
of any particular depressive episodes and the course of disorder tends to 
be one of gradual deterioration. In these cases, the self-concept is usually 
of being lacking in some essential qualities that others are perceived to 
possess. Stan thus perceived himself to be weak compared to others, who 
he saw as normal, and he saw the world as a daunting place. In com- 
mon with many other patients, he saw unpleasant feelings as inevitable, 
and so coped with them by suppression and control. In his attempt to 
clamp down on all negative feelings, his positive motivation and initiative 
were also eliminated. Such patients’ lives become socially impoverished 
or dominated by external demands and the wishes and desires of others. 
Stan’s low mood resulted in part from a lack of much vital experience and 
in part from his surrender of external control to others. In this group of 
patients, it is often hard to identify specific problems. Patients often do not 
complain of depression itself, but focus on symptoms such as tiredness or 
memory problems. They have often been persuaded to seek treatment by 
others. Figure 1.3 illustrates some of the main features in the presentation 
of patients where beliefs of weakness and coping through suppression and 
control are predominant. 


For other patients, such as Kate, the lifelong pattern is of intense mood 
swings rather than flatness of mood (group 2 above). During spells of 
depression, they experience intense combinations of self-hatred, anxiety 
and rage. With Kate, the difficulty in establishing the precise history of 
the depression arose from the sheer number of episodes, which lasted for 
periods of days, weeks or months. As with many patients, Kate described 
days or weeks of being well, sometimes exaggeratedly so, in between 
these episodes. Such chronic instability of mood is often associated with 
central beliefs about the self as unacceptable or bad. Kate saw herself 
as horrible, expected other people to be critical and rejecting, and saw 
the world as hostile. For such patients, their mood state depends on 
the success of strategies to mask these beliefs or avoid their activation. 
Behavioural and cognitive avoidance and compensatory strategies, such 
as subjugation to others or striving for achievement, are marked. The 
active nature of compensation and avoidance strategies tends to result in 
many projects and relationships initiated and abandoned, rather than a 
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Figure 1.3 Relationships between factors in the cognitive model for patients with 
predominant beliefs about the importance of emotional control 


blanket lack of initiative. Kate’s intense low moods resulted whenever she 
could not avoid the latest in a long line of setbacks and problems, which 
confirmed her extreme negative views. Figure 1.4 illustrates relationships 
between key features in patients where compensation for beliefs about 
unacceptability and badness is central. 


In many cases there is a specific onset of the persistent episode of depression 
after extended periods of apparently good functioning (group 3 above). The 
cognitive model here supposes that the conditional beliefs have previously 
been satisfied or unconditional beliefs successfully compensated for. Some 
event or change of circumstance then violates an important assumption 
or exposes an unconditional belief. The crucial change can be an external 
event, such as a major loss, redundancy or divorce, or the experience of 
illness or depression itself. The precipitating event or change explodes the 
basis for the person’s self-worth because the rigidity of the belief system 
renders the impact of the event catastrophic. Subsequently, even when 
mood or symptoms are temporarily boosted by medication, there are no 
convincing alternative sources of self-worth to which the patient can resort. 


For many of these onset cases, it appears to be the violation of beliefs 
about the importance of control that shatters self-esteem. Many patients 
with longstanding low-grade depression, such as Stan, see themselves as 
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Figure 1.4 Relationships between factors in the cognitive model for patients with 
predominant beliefs about unacceptability and badness 


striving to maintain control of their emotions. In comparison, many cases 
with more recent onset of depression, such as Peter, perceive themselves 
to have lost control. This may be due to an external event, most com- 
monly the stresses in the field of work described previously. Importantly, 
the experience of illness, including depression itself, can also do this. Thus, 
in some patients, an initial experience of depression, which may result 
from a combination of biological or psychological factors, is so devastat- 
ing to the person’s self-image that recovery is not possible. For Peter, both 
external and internal factors were important: his redundancy was devas- 
tating and resulted in the onset of his depression. The depression itself 
was experienced as a total loss of control, which then compounded all his 
other concerns. His attempts to cope focused on controlling his unpleas- 
ant moods and emotions, for example by attempting to keep upsetting 
thoughts out of his mind. As these attempts rarely result in the elimination 
of low mood, patients like Peter tend to experience the depression as unpre- 
dictable and out of control. For other onset cases, the crucial events are 
those that trigger devastating negative self-evaluations, most commonly 
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experiences of failure or rejection. Subsequent experiences that have pre- 
viously been associated with self-worth, such as being liked or achieving 
things, may lead to lifts in mood. However, these tend to be short-lived as 
the patient is likely to have become highly sensitive to signs of failure or 
rejection, which cause mood to crash back down. 


In presenting these groupings, it is not intended to imply that there are 
distinct and easily discernible subtypes of persistent depression. Some 
patients do exemplify quite clearly one of the different types presented 
here. In many, particular constellations of features described here pre- 
dominate, but other features are mixed in. For example, it would be 
rare indeed to encounter a depressed patient who coped exclusively by 
emotional suppression with no behavioural avoidance or whose beliefs 
exclusively related to weakness and self-control with no sign of negative 
self-evaluation. Weighing the relative predominance of direct suppression 
of feelings versus compensation for perceived shortcomings or the relative 
influence of beliefs about control versus acceptability can prove helpful. 
Although most patients present in such a way that some particular features 
can be seen to predominate, some patients seem to have a cocktail of the 
different types of presentation described here. This can render formula- 
tion and treatment particularly complicated. Beyond this, these groupings 
of patients by different factors in the model do not seem readily to lead 
to the identification of differences in overall ‘difficulty’ or response to the 
therapy. Clinical impressions abound of people who seem deeply damaged 
but who respond surprisingly well, and of those who seem to be suffering 
relatively minor impairment but do not seem to change in the slightest 
degree. These are backed up by research data supporting the difficulty of 
predicting response from a variety of measures (see Chapter 12). 


IMPACT OF THE MODEL ON THE NATURE 
OF COGNITIVE THERAPY 


The model described has implications for each aspect of cognitive therapy 
as conventionally practised. The style of therapeutic relationship, the for- 
mulation, the strategies and techniques employed, and the structuring of 
the therapy all need to be amended in the light of this model. These changes 
are to be described in detail in the rest of this book. Two of the most cru- 
cial differences in the conduct of therapy relate to the attention paid to 
the regulation and management of affect and to the relative emphasis on 
automatic thoughts versus central beliefs. 


In therapy with acute cases, the regulation of affect tends to take care of 
itself as long as the other tasks of therapy are being addressed. Focusing 
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on problem areas and identifying the associated negative thoughts can 
usually be expected to provoke the appropriate negative affect. Question- 
ing and reality testing those thoughts then usually results in modulation 
of excess negative affect. As we have described, these processes of acti- 
vation and modulation of emotion cannot be assumed to occur naturally 
during therapy with chronic cases. In some instances, a combination of 
behavioural avoidance and emotional suppression result in a paucity of 
acute affect in the sessions. Although negative thoughts can be identi- 
fied, the absence of affect renders attempts to question them ineffective. 
At other times, the breakdown of the patient’s attempts to avoid painful 
affect results in overwhelming levels of emotion. Even when the patient 
does not blame the therapist or therapy for this, the high levels of affect and 
extremity of thinking are not conducive to re-evaluation or new learning. 
Thus when working with persistent depression, the therapist has to pay 
more deliberate attention to the regulation of affect, either by encouraging 
or provoking emotional experience when it is absent or by taking steps to 
stem its flow when it is overwhelming. This emphasis pervades all stages 
of the therapy. Particular effects on the style and structure of the therapy 
are described in Chapter 2 and effects on the implementation of standard 
behavioural and cognitive techniques are described in Chapters 5 and 6. 


For many patients with persistent depression, automatic thoughts are few 
and far between, and for the rest automatic thoughts seem to reflect long- 
held beliefs. Therefore, working at the level of automatic thoughts presents 
considerable difficulty. In acute depression, working at this level is often 
sufficient to achieve considerable relief of symptoms and may even pro- 
vide strategies to lessen the likelihood of relapse. In persistent depression, 
working at the level of automatic thoughts rarely accomplishes sufficient 
change in thinking or symptoms in itself. However, this level of work 
remains a vital precursor to the endeavour of modifying key underly- 
ing beliefs directly. Work on automatic thoughts is important in increas- 
ing patients’ awareness that their thoughts are just thoughts, not reality 
(so-called meta-awareness, Moore, 1996, see Chapter 12). In addition, it 
introduces patients to skills in regulating affect. Any cognitive changes 
achieved at the level of automatic thoughts may also have effects at deeper 
levels of cognition. Thus, in working with persistent depression, the aim of 
intervening with automatic thoughts is not only to modify those thoughts 
themselves, but also to facilitate modification of underlying beliefs. At all 
stages of therapy, therapists working with chronic cases need to be con- 
stantly aware of the potential impact of core beliefs and, once therapy is 
underway, to be able to employ techniques for their modification. Working 
with automatic thoughts is the focus of Chapter 6 and, with more central 
beliefs, of Chapters 7 and 8. 
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SUMMARY POINTS 


In the cognitive model of acute depression, negative automatic thoughts, 
cognitive biases and dysfunctional assumptions contribute to the onset 
and maintenance of depression. 

In persistent depression, patients use subtle behavioural, cognitive and 
emotional forms of avoidance to limit negative affect. 

Avoidance can make specific negative automatic thoughts hard to iden- 
tify and can obscure the link between negative automatic thoughts and 
negative feelings. 

When avoidance breaks down, patients can experience extreme negative 
thinking and intense negative emotions. 

Overt negative thinking in persistent depression is often global and repet- 
itive, and is not always accompanied by acute affect shifts. 

Thinking style and conditional beliefs in persistent depression are often 
characterised by rigidity and extremity. 

Unconditional negative beliefs can be self-perpetuating through a preju- 
diced style of information processing. 

Common themes in the beliefs of patients with persistent depression are 
those of weakness/control and unacceptability/compensation. 

In addition to early trauma and abuse, less evidently malign factors, such 
as rigidity or lack of emotional expression by caregivers, may contribute 
to the formation of underlying beliefs in persistent depression. 

Patients’ attempts to avoid or compensate for their underlying beliefs 
often have negative consequences, such as getting overwhelmed by try- 
ing to please others or gaining little pleasure, which maintain depressed 
mood. 

Beliefs about depression itself, such as the belief that depression is a sign 
of inadequacy, can feed the persistence of depression. 

The combination of negative beliefs, overt negative thinking, avoidance 
and their negative consequences results in enduring low self-esteem, 
helplessness and hopelessness, which are the cognitive hallmarks of 
chronic depression. 

In conducting cognitive therapy for patients with persistent depression, 
the prominence of avoidance and beliefs mean that processes for reg- 
ulating affect and modifying beliefs are important developments from 
standard cognitive therapy. 


Chapter 2 


THE FOUNDATIONS OF THERAPY: 
THERAPEUTIC RELATIONSHIP, 
STYLE AND STRUCTURE 


In this chapter, you will find descriptions of: 


e The difficulties establishing a solid therapeutic relationship with 
persistently depressed patients 

e Therapist qualities and techniques that assist in developing empathy 

e The use of a questioning style in therapy with persistent depression 

e How to adapt the style of therapy to regulate the intensity of affect 

e Structuring the use of time within therapy sessions 

e Procedures that help in transferring in-session gains to the patient’s 
everyday life 

e Different stages of therapy and the sequence in which different thera- 
peutic tasks are addressed 


Few would disagree that a sound therapeutic alliance is essential to good 
therapy. However, the success of cognitive therapy does not rest only on the 
warmth and care of the therapist. Cognitive therapy aims to help patients to 
address their symptoms and problems through identifying and modifying 
maladaptive behaviours, thoughts and beliefs. The intention is to promote 
changes during the time-limited course of therapy that will be of some 
enduring benefit once therapy has ended. The nature of the relationship is 
therefore shaped by the need to integrate developing a sound alliance with 
implementing interventions to effect cognitive change. Such interventions 
are more likely to be meaningful, effective and enduring if patients learn to 
recognise and question their own thoughts. Therefore, the style in which 
interventions are delivered is geared to maximise the involvement of the 
patient in self-discovery and change. Questioning is an important aspect of 
this style which facilitates collaboration between therapist and patient. The 
precise nature of the therapeutic relationship and the style in which therapy 
is conducted can be viewed as foundations of cognitive therapy. The thera- 
peutic relationship and style of cognitive therapy distinguish it from other 
psychotherapies and are essential to the competent conduct of therapy. 
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It is important that therapy is structured to ensure that the various goals of 
therapy are addressed in the limited time. Cognitive therapy is structured 
within each session, in that different tasks are addressed at different stages 
of the session. It is also structured across the course of therapy, in that 
different goals are pursued using different strategies at different stages of 
therapy. The general style and structure of cognitive therapy have been 
described in detail in previous texts (Beck et al., 1979; Beck, J., 1995). In 
this chapter, we describe how aspects of the therapeutic relationship, style 
and structure of therapy can be adapted to address particular difficulties 
that emerge when applying the treatment to persistent depression. We also 
highlight additional aspects of therapy that can maximise the consolidation 
and generalisation of changes achieved. 


THE THERAPEUTIC RELATIONSHIP 


The practice of cognitive therapy is not possible unless the therapist is 
able to facilitate the establishment of a sound therapeutic relationship. 
Therapist characteristics of genuineness, warmth and empathy are as 
essential in cognitive therapy as in other psychotherapies (e.g. Rogers, 
1951). Recently, McCullough (2000) has highlighted the importance for 
chronically depressed patients of the experience of interacting with a 
‘decent, caring human being’ in therapy. Patients with persistent depres- 
sion can present considerable obstacles to the conveying of warmth or care 
and to the development of empathy. For example, in her first few sessions, it 
was evident that Catherine was feeling very hopeless, did not readily accept 
that the cognitive model could apply to her and did not think that cognitive 
therapy would help. Her reluctance led the therapist to be gentle, kind and 
solicitous in attempting to engage her in therapy and to keep probing or 
confrontation to a minimum. At the end of the second session when the 
therapist asked how she had found the session, Catherine said irritably that 
she found it very upsetting and that she thought the therapist was trying to 
“pin her to the ground’ emotionally. Even when the therapist believes that 
they have displayed ample warmth and care, the patient may experience 
it differently. 


Challenges to Developing a Therapeutic Relationship 


Avoidance of emotionally charged thoughts and feelings has a central 
role in the cognitive model of persistent depression. Given that focus- 
ing on such thoughts and feelings is an integral part of therapy, many 
patients react to therapy in an aloof or even hostile fashion. Patients often 
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begin therapy with a conviction that the therapist cannot help and that it 
is therefore pointless and potentially disappointing to engage with any 
attempt to try. They may therefore find it hard to accept any expres- 
sions of warmth or caring from the therapist. The particular nature of the 
patients’ underlying beliefs and personal styles may also affect how they 
perceive warmth or care from the therapist. Highly autonomous patients 
or patients who see emotions as a sign of weakness may interpret the 
therapist’s care as a sign that they have become incapable of ’standing 
on their own two feet’. Expressions of warmth or caring may be taken as 
confirmations of inadequacy and can result in a worsening of hopeless 
passivity or in hostility to the therapist. Even patients who view them- 
selves as unlovable, and might be thought to crave warmth, may be deeply 
suspicious of the therapist’s apparently positive intentions. Such patients 
doubt that the therapist will stay positive when they discover what the 
patient is really like, and may try to maintain a stance of detachment in 
therapy. 


Patients’ detachment from, or hostility towards, the therapist’s care can 
present a challenge to the motivation of the therapist to help. Not only 
do many patients not readily warm to the therapist, they also do not pro- 
vide any sort of stage for exhibiting technical excellence. Indeed, interven- 
tions that brilliantly illustrate the distorted nature of the patient’s thinking 
often backfire with persistently depressed patients, who may see these as 
designed to make them look stupid. The satisfaction of performing man- 
ifestly successful interventions can therefore be a long time coming. The 
absence of sources of ‘job satisfaction’, such as gratitude or therapeutic 
success, can provoke frustration in the therapist. Patients are often vig- 
ilant for such signs in their therapist, and may interpret them in terms 
of hopelessness (viz. ‘I always knew I could not be helped’) or rejection. 
In addition to any sensitivity to rejection that the patient may have had 
before becoming depressed, they may since have had several experiences 
of an initially enthusiastic professional becoming frustrated and referring 
them on. Professional assurances designed to convince the patient of the 
therapist’s genuineness are thus likely to prove inadequate. 


Therapists’ Personal Qualities 


The therapist’s confidence in their own motivation for trying to help the 
patient is therefore essential. Reliance on the patient’s immediate response 
will undermine this, so therapists need to rely on their own resources 
of beneficence and patience. The latter is particularly vital, as many of 
the sessions are far from exciting. Maintaining motivation and concern in 
the face of a lack of positive response can demand considerable tenacity. 
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Supervision and support within the service context in which therapy is 
delivered (see Chapter 11) can help to build these personal resources in the 
therapist. Developing an affection for the foibles of this patient group can 
also be an asset. Therapists can be on the lookout for characteristics of these 
patients that touch or move them despite the frustration. For example, in 
filling out the question on indecision on the Beck Depression Inventory 
(Beck et al., 1961), one patient circled all the response options, some of 
them several times! Remembering this helped the therapist to maintain a 
certain sympathy for the internal torture of this and other patients in the 
face of the frustration caused by that very indecisiveness. Developing a 
kindly attitude to such frustrations is one of the advantages of experience 
that may be as important as the development of more technical aspects of 
competence (Persons et al., 1985). 


Developing Empathy 


Assuming that the therapist manages to maintain their internal sense of 
motivation to help, appropriately adapting the expression of warmth or 
care for the patient depends on the development of empathy. In acutely 
distressed patients, empathy is often achieved through acknowledging 
and reflecting the patient’s feelings. However, cognitive and emotional 
avoidance in persistent depression confound the conveying of empathy 
in this way. For patients who are emotionally flat, it is often unclear what 
to empathise with. Simply mirroring the emotional flatness of the patient 
would result in the session grinding to a halt. With an emotionally tur- 
bulent patient, reflecting the patient’s emotional state could result in a 
counterproductive escalation of feelings. In cognitive therapy, conveying 
empathy depends not just on the mirroring of patients’ feelings, but also on 
conveying an understanding of how the world looks through their eyes. 
Empathy consists of accurately sensing how patients construe events in 
their lives, how they view themselves, and how this shapes how they feel. 
Conveying this understanding when working with chronically depressed 
patients helps to build their trust in the therapist and in fostering their 
engagement. Thus, in working with a patient who eschews any emotional 
display, the therapist can usefully follow up any expressions of concern 
for the patient by acknowledging the discomfort provoked by being in 
therapy. For example, over the course of her first two sessions, Rosemary 
had described an array of problems and stresses with little outward sign of 
distress. At the third session, she volunteered with some agitation that her 
cat had just died. When the therapist tried to express sympathy, Rosemary 
responded rather curtly, ‘I’m fine’. The therapist ventured a ‘guess’ that 
perhaps Rosemary didn’t really want to go into how she felt. Rosemary 
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agreed with this with something of a sigh of relief and the therapist could 
then empathise with her worries about such feelings ‘coming out’. 


Helping patients to become more aware of and better able to identify what 
they are feeling can contribute to developing empathy with chronically 
depressed patients. Some patients try not to give the therapist any ver- 
bal or gross non-verbal cues (e.g. crying) that they feel upset. The thera- 
pist needs to be particularly sensitive to signs of any potential affect shift, 
including subtle changes in tone of voice, direction of gaze or body pos- 
ture. Rosemary tended to describe herself as fine when discussing problem 
situations and would do so in a curt, clipped tone of voice followed by 
an attempt to return the conversation to more superficial aspects of daily 
living. The therapist learned to pick up on this and gently to draw her 
attention to it. Over time Rosemary became more able to recognise and 
acknowledge when all was not well with her. Other patients react catas- 
trophically to any sign of emotional arousal, perceiving their state simply 
as ‘awful’ or ‘terrible’. Helping them to discriminate between different 
negative emotions or different degrees of emotion can help to establish a 
sense that the therapist understands their feelings without criticising or 
rejecting them. This process of using feedback to train patients in recog- 
nising and labelling affective changes is prerequisite to more conventional 
expressions of empathy in many cases of chronic depression. 


THERAPY STYLE AND THE REGULATION OF AFFECT 


The style of therapy refers to the role the therapist takes in shaping the 
nature of the interaction with the patient. In any cognitive therapy, the 
therapist is active, collaborative and uses primarily a questioning format 
to facilitate guided discovery. The activity of the therapist is important in 
pacing the session appropriately. The therapist is also active in drawing rel- 
evant information to the patient’s attention, so that neither important prob- 
lems nor important assets are overlooked. Where the therapist endorses a 
certain viewpoint or promotes a particular activity, this is done collabora- 
tively through helping the patient to ascertain whether that view or action 
would be acceptable or helpful. Collaboration and discovery on the part of 
the patient are facilitated by the use of questioning to help patients come to 
their own understanding or draw their own conclusions. There are several 
ways in which different facets of chronic depression impact on the style of 
therapy. These include passivity in behaviour and social interaction, rigid- 
ity of thinking and avoidance of emotion. The style of therapy therefore 
needs to be adapted in order to balance the activity levels of patient and 
therapist, to maximise the chance of cognitive change and to manage the 
levels of emotion evoked in the sessions. 
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The Use of Questions 


The passivity of many patients with persistent depression often leaves the 
therapist with little option other than to be even more active than usual, at 
least initially. This may take the form of making active suggestions as to 
suitable goals for the therapy or items for the session agenda or of explain- 
ing how the cognitive model applies to particular situations discussed. 
There is a danger that this greater activity on the part of the therapist could 
reinforce patients’ lack of engagement in the process and thus undermine 
the goal of helping patients to develop ways of helping themselves. When 
a patient is very passive, the use of questions helps to balance increased 
therapist activity with fostering involvement from the patient. 


Patients often find questions about their thoughts and feelings hard to 
answer and often take some time to do so. However, it is essential to leave 
the patients to answer the questions posed. Answering the question for the 
patient, even when the answer seems obvious to the therapist, precludes 
helping the patient to make cognitive and behavioural changes. Thus the 
therapist may need to wait very patiently for an answer or assist the patient 
to be able to answer. It is impossible to convey in text or transcript the 
style of this kind of therapy, which is slow, sometimes painfully so, and 
characterised by long pauses and silences. An intervention with one patient 
does illustrate that waiting for an answer can sometimes pay off. Over 
the course of the first six sessions with Simon, a number of depressive 
thoughts had been identified and questioned, including being ‘unable’ to 
perform work tasks, letting down his children and being ‘useless’ in the 
face of criticism from his wife. The therapist and patient reviewed the issues 
covered in therapy so far and the therapist asked: 


T: Do you see any themes in what we've talked about so far? .. . (long pause) 
Do these discussions seem to have any common thread? 

S: Errm...er... hmmm, I don’t know...yes, er...thought I had some- 
thing there but it’s gone...no...sorry, it’s erm... blank...can’t con- 
centrate...I guess, erm...er...I seem to...er...I get an emotional 
perception that things are really bad before I see what’s actually hap- 
pening ...then even when it’s clear what’s going on I still follow the 
emotional side. 


On saying this, the patient described a sense of seeing things more clearly 
(‘The penny’s dropped’) accompanied by a feeling of relief. He then took 
an active interest in subsequent discussion of how he expected everything 
in his life to go wrong and saw himself as incapable of preventing this. 


The therapist can help by making questions as easy to answer as possible. 
It often maximises the chances of getting answers if questions are con- 
crete and specific rather than abstract and general. Thus, questions about 
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specific sensations in the body are easier for some patients to answer than 
those about feelings. Similarly, questions about particular behaviours may 
be more productive than those about thoughts. The answers can then be 
followed up gradually to get information on feelings or thoughts. Another 
approach is to use questions that are less open-ended than usual. Patients 
can be provided with a choice of answers, which can take an ‘either—or’ 
format or be presented as a multiple choice question. For example, at his 
second session Stan could not generate any goals for therapy. When asked 
how he would like his life to be different, he spent some time pondering 
the question without being able to answer. Therefore, the therapist tried 
some more specific questions. 


T: Would you prefer to be happier with your lot as it is or would you like 
your life to be different in some way? 

: (pause) The latter. 

: What would have to happen for your life to change? 

: (long pause)... I guess I'd have to fight my corner more. 

: Oh, you'd fight your corner more. How would that show itself? 

I don’t know. 

: Do you know who you would fight your corner with? 

Hmm...not really. 

: Would it be most important to do that with people close to you or people 
in general? Your wife, your mother-in-law, your family, people at church, 
at the shops? 

S: (pause) I suppose it would be most important with my wife. She’s the 

one I spend most time with. 

T: Okay, so you'd like to be a bit different with your wife. What would you 

do differently? 

S: (long pause) Well, we always do what she wants. It would be nice to do 
what I want for a change. 

: Yes, and how would that happen? 

: I suppose I could ask. 

: What sort of things would you like to ask her to do? 

: I would like to go on some days out. You know, to places of interest just 
locally. 

T: So would it be good for you to suggest to your wife ideas for days out 

together sometimes? 

S: Yes, it would be good if I could carry them through. 


HANHANH NHN 


Nene 


Pacing of Interventions 


In view of the rigidity of thinking in many patients with persistent depres- 
sion, gains in awareness or changes in thinking processes can be difficult to 
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achieve. Slow pacing and persistence are often required to implement any 
intervention. It is important that plausible strategies are not abandoned 
prematurely should they not immediately reap the intended rewards. 
Interventions may need to be repeated across several sessions for any 
gains made to be robust. Where the aim is for patients to practise particu- 
lar techniques for helping themselves between sessions, the pace at which 
techniques are introduced needs to be adapted to the patient. For exam- 
ple, the methods of identifying and modifying automatic thoughts were 
grasped quickly over the course of two sessions by one patient, Graham, 
whereas with Julie three sessions and three homework assignments were 
spent just on identifying thoughts. When working at this slower pace, it 
can be difficult for both therapist and patient to see any progress. It is 
particularly important for the therapist to maintain vigilance for the small- 
est signs of changes in the patient’s behaviours or thoughts, whether in 
terms of successful completion of some task or just of attempting some- 
thing different. The therapist should greet any change, however small, 
with energy and enthusiasm. Not only does this provide vital reinforce- 
ment for the change, it can also enliven sessions that are otherwise very 
dull. 


Regulating the Intensity of Emotions 


In view of the different kinds of avoidance described in the model, the 
therapist has to adapt the style of therapy in order to regulate the intensity 
of affect within the session. In therapy with acute disorders, regulation of 
the intensity of emotion occurs through engaging in the different tasks of 
therapy. Thus, focusing on problems or painful thoughts tends to evoke 
distress, which can then be ameliorated by identifying coping strategies. In 
persistent depression, inappropriate levels of affect can interfere with many 
of the tasks of therapy. This interference can result from the suppression of 
affect or from the overwhelmingly high levels of emotion when cognitive 
avoidance breaks down. 


In cases where emotional arousal is insufficient, it can be hard even to 
identify problem areas, and automatic thoughts about any problems may 
not be ‘hot’. When these ‘cold’ automatic thoughts are questioned, it can 
lead to rationalisation or rumination, rather than real restructuring or 
re-evaluation (see Chapter 6). The therapist needs to gear the style of 
therapy to increase the chance of fostering or provoking some degree 
of affect. The therapist must guard against coming across as overly warm or 
‘touchy-feely’, as this may be perceived as aversive by the patient. It 
often helps for the therapist to ‘play dim’ and adopt an inquisitive style. 
The therapist creates an impression that no assumptions are being made 
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about what is going on or about what the patient is doing, thinking or 
feeling. This puts more onus on the patient to go into these details in order 
to be able to tell the therapist. It may also give the patient more of a sense 
of being in control. As in the example of Stan above, predominant use of 
questions, rather than statements or explanations, and waiting for answers 
can help to maintain any small emotional charge. Fostering emotions in 
this way rarely leads to an overt or intense emotional display. The goal is 
gradually to increase the emotional relevance of the discussion, which is 
often accompanied by small, subtle signs of arousal, such as fidgeting or 
speeding up of speech. 


In contrast, where the patient has little control over overwhelming emo- 
tional reactions, it increases the chances that the therapy is perceived as 
unhelpful, inhibits the learning of new skills, and increases the likelihood 
of disengagement from therapy. Where the patient is emotionally labile, 
the therapist may have a sense of ‘walking on eggshells’. At these times, 
it is helpful for the therapist to be a step ahead of the patient in order 
to guide them down a steep and uneven path. In working to contain 
excessive emotions, the style of therapy needs to be directive rather than 
probing. Where a patient is already struggling to control intense emo- 
tions, simply asking more questions may increase the emotional intensity, 
further reduce the patient’s perceived control and result in a view that 
the therapist does not know what is going on either. To maintain collab- 
oration, the therapist needs to convey to the patient that, although their 
feelings seem out of control, there is some control remaining in the thera- 
peutic situation. The therapist can exhibit this greater degree of control 
over the emotional intensity of the session by providing some expla- 
nation for the patient’s emotional state and suggesting ways of mana- 
ging it. 

From the beginning of therapy with patients who show emotional instabil- 
ity, it can be helpful to prepare or forewarn them of the likelihood that they 
will experience some of the discussions in therapy as intensely upsetting. 
While sympathising with the distress, the therapist needs actively to pro- 
vide explanations of this as potentially helpful. The therapist can point out 
that these emotions can be experienced more safely in the therapy sessions 
than in the outside world, as there is less likelihood of any ramifications 
from the patient’s reaction. In addition to predicting possible emotional 
reactions, the therapist can actively provide an explanation for reactions as 
they occur. Reminding the patient that these reactions are common signs 
that a fundamental negative belief has been tapped, and using the nature 
of the emotional eruption to suggest the nature of these beliefs, can be help- 
ful. Actively suggesting coping strategies is also indicated at these points, 
even if these strategies contain elements of distraction or avoidance; it is 
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also beneficial to help the patient to arrange social contact when they are 
in need of comfort. 


Summarising can also be a helpful tool for modulating affect and regulating 
the pace of the session when working with patients with persistent depres- 
sion. Providing mini-summaries during the course of each intervention is 
particularly useful. Where patients are highly upset, ventilation of their 
feelings can dominate the session. Here, a summary from the therapist can 
help to slow the pace, restore some balance in the interaction and contain 
the emotion. When patients are vague and not forthcoming, it can be help- 
ful for the therapist to check whether they have understood correctly by 
summarising back what the patient has said. Providing a summary as far 
as possible in a patient’s own words can help to reinforce what they have 
contributed and provides a platform for the therapist to direct subsequent 
questions. In rounding off discussion of any issue, there should be some 
attempt to summarise what has been discussed in order to consolidate any 
progress that has been made. 


STRUCTURE WITHIN COGNITIVE THERAPY 
SESSIONS 


Cognitive therapy sessions are structured to follow a general outline or 
plan. Having a plan enables the best use to be made of the limited time, typ- 
ically 50 minutes to one hour. Having a structure can also assist with help- 
ing patients to adopt new perspectives or skills in two ways. The structure 
makes the procedures of therapy more predictable and so assists patients 
in learning aspects of those procedures. It also ensures that attention is 
given in each session to the patient’s progress with self-help or homework 
assignments that aim to help them to apply what has been discussed in 
therapy. 


Sessions usually begin with some brief discussion of how the patient has 
been since the last meeting. It is helpful for the therapist to get an idea of 
how things have been overall, as well as identifying any particular episodes 
of low mood. It is also important to enquire about any times the patient 
has not felt so low, as these may not be spontaneously reported. Trying to 
identify such times can help to counter the processing biases encountered 
in depression. A questionnaire, such as the Beck Depression Inventory 
(Beck et al., 1961), can be used to cover information about symptoms in 
a standardised way. This assists the therapist and patient in monitoring 
progress from session to session. Consistent use of such questionnaires 
can help the patient to become more aware of changes in their mood state 
that might benefit from further investigation. 
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Setting an Agenda 


Following this brief enquiry into how the patient has been, the therapist and 
patient set an agenda for the session. Some aspects of this are fixed ‘standing 
items’, which are included in every session. At the beginning of the session, 
the agenda includes feedback from the previous session and discussion of 
the self-help tasks or homework that the patient attempted between times. 
At the end of each session, the session is summarised, feedback on the 
session is exchanged and a plan of further self-help tasks to be attempted 
before next session is agreed. Items for discussion during the main body of 
the session are agreed between the patient and therapist at the beginning 
of each session and put on the agenda. The overall structure of the session 
is as follows: 


e Brief review of time preceding session 
e Set agenda for session 

e Feedback on previous session 

e Review of homework 

e Agreed issues for discussion 

¢ Summary of discussion 

e Setting new homework tasks 

e Feedback on session 


Setting the agenda gives both parties an opportunity to indicate matters 
they consider important to discuss. This can include problems arising in the 
time since the previous appointment; particular spells of low mood; reac- 
tions to forthcoming events or situations; discussion of self-help skills, such 
as breaking down overwhelming tasks or questioning negative thoughts; 
discussion of aspects of the cognitive model, such as core beliefs and their 
effects; and salient events from the patient’s past. Once relevant issues 
for discussion have been identified, the therapist and patient mutually 
agree the priorities for that session. Because both therapist and patient 
are involved in putting forward ideas on what to cover and agreeing 
which are the priorities for that particular session, setting the agenda is 
important in establishing the collaboration that is essential to cognitive 
therapy. 


In acute depression, although patients may initially be unused to struc- 
turing their time in this fashion and may be unsure of which issues it is 
appropriate to raise, they are, after a few sessions, usually willing and able 
to put forward relevant issues for discussion. Patients with persistent de- 
pression more often have difficulty doing this. Cognitive avoidance may 
mean that problems or low points from the week are not readily recalled. 
Emotional suppression may mean that there simply were no particular 
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lows that stood out from the general gloom. A patient’s low self-esteem 
and helplessness can entail a view that depression is a part of that indi- 
vidual’s make-up and that nothing can be done about it. This means that 
patients with persistent depression are unlikely to wish to try to understand 
how various factors contribute to depression or to discuss techniques for 
addressing these factors. Not wanting to run the risk of looking foolish 
may also inhibit patients from raising relevant issues. Patients who have 
categorical beliefs about their worthlessness often assume that they have 
no right to express their opinions, which precludes their contributing to 
setting the agenda. Patients’ responses to the therapist’s invitation to set 
the agenda are thus usually passive. 


In the face of this, it may be tempting for the therapist to dispense with the 
apparently fruitless endeavour of trying to obtain the patient’s input. This 
would reinforce the patient’s passivity and avoidant tendencies. There- 
fore, setting the agenda should still be done with the aim of modelling 
collaboration and gradually eliciting more participation from the patient. 
The therapist usually has no option but to take more responsibility than 
usual for raising appropriate issues for the agenda. Participation from the 
patient is more likely to be obtained by asking them what might be helpful 
about discussing a particular issue, or in asking them to set the priorities 
or suggest how much time to give to each issue. It is then important for 
the therapist to respond attentively to any output elicited from the patient, 
no matter how small and insubstantial this may be at first. Even mid-way 
into therapy with Catherine, it was proving difficult for the therapist to 
elicit any participation in setting an agenda. In the following extract, the 
therapist draws her into helping to decide what to discuss through the use 
of questions and empathy. 


T: So overall it sounds like you have been rather flat and low this week, 

like before. What things would it be helpful to talk about today? 

C: I don’t know. 

T: From what we’ve talked about so far, we could discuss these rather 
upsetting letters you've had or talk more about day to day things, like 
the difficulty remembering any ‘lifts’ you had or trying to do things at 
your own pace. Which would be most helpful today? 

: I don’t know. 

: Is it that you know what you'd prefer but don’t want to say or is it that 
you just don’t know? 

: I just don’t know. 

: What do you think makes it hard to have a preference about what we 
talk about? 

: When you feel so drowsy, you just don’t care. Everything seems the 
same. 


HQ HOA 


Q 
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: Well, I could decide instead what we talk about. What would be the 


effect of that? 


C: I don’t know. 


BAAN 


C: 
T: That’s really important—when you do make the effort to decide you 


C: 


: If we just talk about what I want to talk about, would that relate to how 


much you care? 


: I guess Id care less about it, but it just makes it so much easier. 

: And do you see any link between not caring and the depression? 

: It’s all part of it. 

: (sitting forward) Right—not caring or not taking any interest is one of 


the main symptoms. It’s number two on the list after low mood. 


: Yes, I’ve got a list somewhere and I think that’s on it. But it’s just so 


hard to care about anything when you don’t have any energy. 


: That sounds like quite a hard struggle to take any interest when you 


don’t have the energy. 


: It’s like being asked to fight a war without any ammunition. 

: ...Or without any petrol to put in your tank. 

: That’s right. 

: So trying to take an interest or make a decision when you don’t have 


any ammunition is really hard. But then if you don’t take an interest, 
you stay in your shell, things get decided for you and the depression 
and symptoms stay the same. Coming back to this decision about what 
to talk about today, do you have any further thoughts? 


: Well, I don’t want to talk about those letters, so we could talk about the 


other things like pacing myself. 


: Good—that’s a decision! How do you feel about having made it? 
: Doesn’t make any difference. 
: So even if you do make a decision it doesn’t make any difference. Does 


that make it even harder to decide? 
Whatever I decide, TIl just end up shattered. 


end up shattered. What do you think then? 
That nothing I do will help. It’s pointless to try. 


Through working to engage Catherine in setting the agenda, thoughts 
inherent to her low self-esteem and helplessness were made more explicit. 
These thoughts about having made the decision were then related to the 
cognitive model. Catherine took an increasing part in further discussion 
about how she perceived punishment as an inevitable result of any effort. 
Ways that she might modify this perceived punishment through tailor- 
ing her activity levels to her level of energy and through monitoring any 
satisfaction (see Chapter 5) were then discussed. 


In contrast, if the patient raises a number of highly upsetting issues, the 
therapist should try to acknowledge them all and then help the patient to 
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identify which is the priority. If the patient raises a large or longstanding 
problem, the therapist can model breaking this down into parts of the 
overall problem that can feasibly be addressed in the therapy hour. For 
example, if the patient wishes to put their lack of self-confidence on the 
agenda, different aspects of this may be appropriate according to the stage 
of therapy. Early in therapy the focus for discussion might appropriately be 
‘finding out any ways your thinking might be playing a part in situations 
in which you lack confidence’, whereas later in therapy the topic might be 
‘discussing how your experiences when you were small might affect your 
confidence’. 


Session Feedback 


Allotting time for summarising the session and obtaining feedback is vital. 
The issues discussed are frequently complicated and concentration and 
memory are frequently impaired in chronic depression. If patients are to 
stand any chance of maintaining any potential gains from the session, the 
important points covered must be recapped and emphasised. As vague- 
ness and overgenerality are characteristic of the thinking of patients with 
persistent depression, it is important to train or retrain patients in recalling 
specific points from the session initially by modelling and then prompting 
them to engage in such recall. It is most helpful if summary points from 
the session are written down (see below). 


To get feedback on the session, the therapist enquires actively about both 
negative and positive reactions the patient may have had to aspects of the 
session. Many patients with chronic depression are particularly sensitive to 
criticism and can construe things the therapist has said as critical or reject- 
ing. However, such patients are often loath to say anything that could be 
critical of others or could lead to unpleasantness. They may thus not spon- 
taneously volunteer concerns raised by the session. It can be helpful for the 
therapist to predict things that might have been difficult and check them 
out with the patient. For example, at her fifth session, Rosemary had been 
talking about how difficult she found it trying to fulfil the many demands 
made upon her. When the therapist asked for feedback at the end of the 
session, she denied any negative reactions to the session. The therapist then 
expressed a concern that Rosemary might worry about how talking more 
freely about her difficulties had been perceived. Rosemary then ‘confessed’ 
to thinking that the therapist would think she was a ‘pain’ for ‘whingeing 
on’. The therapist asked if there had been any actual sign of that sort of 
reaction. When Rosemary acknowledged that there had not, the therapist 
confirmed that it had been very welcome that Rosemary had been able to 
talk more freely. Both parties then agreed that Rosemary’s ‘mindreading’ 
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was a problem that would merit further discussion in the next session. This 
potentially damaging incident provided a valuable opportunity to build 
empathy, demonstrate the operation of cognitive biases and correct her 
misperceptions. Seizing on any positive reaction to aspects of therapy at 
the time and ensuring the maximum attention and processing of it can also 
be important in counteracting the cognitive biases predominant in these 
patients. 


FACILITATING SELF-HELP AND THE 
CONSOLIDATION OF LEARNING 


When patients have made advances in understanding problems or devel- 
oping new skills during sessions, their ability to apply these advances in 
real life situations is key to the success of cognitive therapy. The style and 
structure of therapy are geared to engaging the patient during the session 
in the process of changing patterns of thinking and behaviour. A number 
of aspects of therapy assist in consolidating these changes made during 
sessions and maximising the generalisation of learning to the patient’s life 
outside of therapy. Homework or self-help tasks provide the patient with 
an opportunity to practise the skills acquired in therapy repeatedly and 
independently in the life situations where the problems are most evident. 
Consolidation of learning in therapy with persistent depression can also 
be supported by writing down summaries of learning, the use of hand- 
outs, developing a personal therapy folder and listening to audiotapes of 
sessions. 


Homework Assignments 


Homework is a central mechanism of change in cognitive therapy (Burns & 
Spangler, 2000; Garland & Scott, 2000), and there is some evidence that the 
extent of engagement in homework exercises predicts outcome in cogni- 
tive therapy (Kazantzis et al., 2000). Acutely depressed patients can usu- 
ally suspend any initial reluctance to attempt self-help in order to gain 
some benefit. In patients with chronic depression, a number of factors are 
particularly likely to interfere with the completion of homework assign- 
ments. Behavioural and cognitive avoidance work directly against engage- 
ment with any task involving the possibility of effort, distress or negative 
thoughts. Emotional suppression often results in passivity and a deficit in 
generating motivation to execute new tasks. Patients’ beliefs that what- 
ever they do will not improve the outcome can also render them passively 
helpless. Even if patients can find the motivation to attempt self-help, poor 
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concentration and overgenerality of thinking can make even apparently 
simple tasks hard to execute. These factors all undermine the likelihood of 
the patient engaging in self-help tasks that are likely to be of some benefit. 
These difficulties can be addressed in a number of ways. 


The clinician needs to establish assigning and reviewing homework as a 
routine part of the structure of each session. The most useful homework 
tasks often emerge from work done during the session, so planning tasks 
as the session progresses is more productive than allocating them at the 
end. Tasks agreed during the session should be summarised at the end of 
the session. As far as possible the task should be negotiated collaboratively 
between therapist and patient, not prescribed by the clinician. This is often 
difficult to achieve with the chronically depressed patient, and the thera- 
pist is frequently in the position of doing much of the work in devising 
homework tasks. This can reduce the patient’s ownership of the task and 
can result in a reduced sense of responsibility for carrying it out. Encour- 
aging the patient to summarise the purpose of the task can increase their 
sense of involvement. Potential obstacles to homework completion should 
be identified immediately after the assignment is agreed so that solutions 
can be found to any problem. 


The therapist should adjust assignments according to the difficulties these 
patients have in attempting and completing tasks. Care should be taken 
not to overload the patient and it is usually advisable to agree on tasks that 
are smaller and more specific than in acute depression. Patients often find 
small behavioural tasks less daunting than written monitoring. Where the 
latter is necessary, specific limits should be agreed on what is to be written. 
For example, where an acutely depressed patient may agree to keep a diary 
of negative automatic thoughts, a patient with persistent depression may 
agree to note down one situation in the coming week where they notice a 
change in their mood. As treatment progresses and a degree of symptom 
relief is achieved then more complex tasks may be negotiated or the patient 
may choose to complete more than one task. 


A common reason given by patients with chronic depression for not 
attempting homework is that they weren’t sure what they had to do. 
Because of the lack of tolerance of the possibility of not doing things right, 
it is helpful to be as simple, explicit and concrete as possible about what the 
task actually involves. For example, presenting a patient with a thought 
record and instructions such as ‘I would like you to record your automatic 
thoughts over the next week’ may not only be unclear to the patient but also 
be completely overwhelming. Patients may be only too aware of how much 
their mind is plagued with negative and unpleasant thoughts and they 
may think they have to record every automatic thought they experience. 
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This would be a daunting task for anyone, let alone someone who is suf- 
fering from depression. When Graham was introduced to the concept of 
monitoring his automatic thoughts, key automatic thoughts about social 
activities were first identified in session. The therapist asked Graham to 
record these for himself in the session on a Dysfunctional Thought Record 
(Beck et al., 1979) to provide him with a concrete experience of the exercise. 
It was then agreed that before the next session Graham would try to record 
two examples of these putting-off thoughts, using the supporting handout 
as a guide. The therapist then asked Graham to summarise the assignment 
and the rationale for the task. This was routinely recorded on an audio- 
tape that Graham could use at home to remind him of the assignment, the 
rationale for it and the steps involved in completing the thought record. 


Reviewing homework should be prioritised as the first agenda item at each 
session. A chronically depressed patient may interpret a therapist’s failure 
to review homework as dismissive, neglectful or as a sign that it has not 
been completed correctly. It will certainly reduce motivation for completion 
of future assignments if any efforts made are not acknowledged. Given the 
sensitivity of most chronically depressed patients to any signs of failure, the 
smallest signs of any effort to complete assignments should be reinforced 
enthusiastically. To counteract the patient’s helplessness, some positive 
outcome needs to be highlighted from their efforts. Thus, whether the 
intended goal of the assignment is achieved or not, the objective is to reflect 
on what has been learned during the process of attempting the task and 
to elicit what new information is now available to the patient. Ideally this 
discussion results in a written summary of what has been learned from the 
assignment and how this new learning can be applied in future situations. 


Written Summaries 


Written summaries of sessions or of homework can be extremely helpful 
when working with chronic depression. Writing a summary of what has 
been learned in a session can help to combat the influence of memory 
deficits. A summary of what has been learned from homework assign- 
ments can help to reinforce and consolidate any new understanding or 
skills that have been gained. In the early and middle stages of therapy, the 
therapist will have to model this process to the patient. Later in therapy the 
patient will become more able to reflect and summarise for themselves on 
what they have learned from a session or task. A written summary drawn 
up in the course of a session with Julie is illustrated below. She had been 
involved in a fracas with some neighbours, in connection with her son’s 
antisocial behaviour. Julie was taken to court and was bound over to keep 
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the peace. One particular neighbour then began systematically trying to 
goad her into further fighting, which could have resulted in her imprison- 
ment. At one particular session, Julie was angry and distressed about this 
and was very concerned that she would eventually rise to the bait. The ses- 
sion was spent devising an action plan of how to deal with the situation. 
Julie realised it would be helpful to involve the police, but was wary of 
the police and extremely sceptical that they would help ‘someone like her’ 
(i.e. with a son in a remand centre and with her own recent record). Her 
negative thoughts about going to the police were identified and she agreed 
to test them out in practice. The summary jointly constructed by Julie and 
her therapist at the next session outlined her thoughts before going to the 
police, the outcome and what she learned from the experiment. 


e Behavioural test To visit the local police station, explain my situation and 
ask for their advice. 


e My automatic thoughts/predictions regarding this course of action ‘It’s 
pointless—they won't believe me.’ ‘I’m a criminal, I have a record now, 
the police won’t want to help me.’ ‘The police won’t do anything.’ 


e What happened when you carried out the behavioural test? The policeman 
listened and told me that next time Angela bothered me I was to ring 
them. He promised that someone would visit me and her. Angela turned 
up on my doorstep drunk at two in the morning shouting and swearing, 
so I rang the police. It took half an hour for them to come, so she had 
gone. The policeman was fine with me and took the details. They must 
have gone round because I’ve seen her three times since and she hasn’t 
said a word. 


e What have you learned from this? The police can be helpful and not all of 
them judge you negatively—even if you have a record. I was wrong in 
my assumptions—don’t judge how things are going to work out before 
they have happened. 


e How can you apply what you've learned to other situations? When I get 
threats and hassle from people the most sensible thing to do is go to the 
police and not try to sort it out myself. 


Handouts 


Giving patients handouts can be a useful supplement to individually 
tailored homework and summary sheets. Handouts can provide general 
information and education on aspects of depression and the treatment, as 
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well as providing practical instruction in developing new skills. Standard 
handouts for patients on cognitive therapy for depression; identifying and 
questioning automatic thoughts; and relapse prevention can be found in 
Appendix 2. Useful handouts on these and other topics relevant to depres- 
sion, such as activity scheduling and graded task assignment, can be found 
in many other texts (e.g. Fennell, 1989). 


While tailoring information given to the particular concerns of each patient 
is vital in therapy, patients with persistent depression often benefit from the 
provision of more general information. Patients typically observe that the 
most helpful thing about reading a handout describing various aspects of 
depression is that they realise that they are not alone in the problems they 
face. This can help to counter characterological attributions for symptoms 
and can have an important role in engendering a small degree of optimism 
early in treatment. In view of the likelihood of verbal information being 
forgotten or distorted, providing written information is particularly im- 
portant in this patient group. Handouts should therefore be short and easy 
to read. 


Written materials can also provide instructions to reinforce new skills in- 
troduced in sessions. Making clear what patients have to do will increase 
the likelihood of their practising the new skill. Using the same diary sheet 
and guidelines for homework as are used in the session can also increase 
this likelihood. For example, the clinician can model in the session how to 
complete a diary sheet using accompanying guidelines on identifying or 
questioning negative automatic thoughts. This is preferable to using one 
method in the session (verbal identification with no written summaries) 
and negotiating a different method (keeping a thought diary) as part of the 
homework assignment. 


Personal Therapy Folders 


The records from homework assignments, written summaries generated 
in sessions and handouts mean that therapy can generate a significant vol- 
ume of paperwork. In chronic depression, it is important to minimise the 
extent to which patients feel daunted by or detached from these products 
of therapy. One method for maximising the sense of ownership and use of 
these materials is the development of an individualised therapy folder for 
each patient. At the first assessment session, the patient is given a wallet file 
or asked to bring one to the following session. It is explained that during 
the course of treatment there will be written information and diary sheets 
which the wallet can be used to keep together. The patient is encouraged 
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to view this as a personalised guide to which they can refer whenever they 
are working on problems under their own steam. The patient is asked to 
bring the folder to each session so that the folder can be used to refer back 
to information learned in previous sessions. Of the patients described in 
this book, many (e.g. Elizabeth and Dave) reported finding their folder 
helpful, particularly during the follow-up phase of treatment when they 
were practising the independent use of CT skills (see Chapter 10). Others 
(e.g. Jean and Julie) seemed to store handouts and diary sheets in various 
handbags, drawers and jacket pockets. Several (e.g. Kate and Marion) did 
not manage to keep a wallet, rarely completed a diary sheet and rarely 
consulted written materials, despite their therapists’ best efforts. 


Taping Sessions 


Given generally poor levels of recall following treatment consultations, 
patients with chronic depression are unlikely to recall much about a treat- 
ment session without prompting. The recording of treatment sessions on 
audiotape that the patient can take away to listen to is recommended 
to counteract the memory deficits symptomatic of depression. However, 
therapists and patients are often reluctant to use this method. It can be 
useful to both parties to approach the exercise as a behavioural experi- 
ment. Eliciting the patient’s predictions about listening to the tape can be 
a useful starting point for socialising the patient to the cognitive model. 
Frequently cited thoughts include ‘T hate the sound of my voice’, ‘It will 
make me feel miserable’ and ‘Someone else in my family might hear it’. 
Many are surprised to learn that their predictions are not realised and 
that they can gain from listening to the tape. Some patients find that the 
tape gives them a different ‘third person’ perspective, which helps them to 
stand back from their problems. For example, a few sessions into therapy, 
Joe said that when he was listening to the tape of the previous session, he 
observed that he often did not seem to be listening to what the therapist 
said. When asked what he thought was going on, he reflected that he was 
probably trying to sort his own thoughts out in his head. He concluded 
that this was probably counterproductive and resolved to keep a check 
on ‘retreating into his thoughts’ and its effects. A tape also functions as 
a useful reminder regarding homework assignments and what has been 
learned from sessions. 


It is important to establish that the patient has the necessary equipment 
to listen to the tape and the opportunity to listen to the tape in privacy. 
Patients sometimes find it helpful to listen to the tape with their spouse or 
partner. However, this can lead to difficulties. For example, after listening 
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to three tapes and finding them useful, Julie asked to stop taping the ses- 
sions. Her reason for this was that her husband insisted on listening to 
the tapes. In the previous session, Julie had confided how she perceived 
her husband as controlling her and that she wanted this to change. On 
hearing this, her husband had become angry and tried to insist that she 
terminate treatment. Julie asked if the taping could cease as she recognised 
she would avoid talking about important topics. However, situations like 
this are an exception rather than the rule. Such obstacles can be negotiated 
in the course of treatment by discussing how the patient might be able to 
listen to the tape in private or agreeing not to tape some sessions or parts 
of sessions. 


THE COURSE OF COGNITIVE THERAPY 


A course of cognitive therapy for acute depression typically consists of 
approximately 16 sessions. In many cases with persistent depression, sig- 
nificant benefit can be obtained from a course of therapy of 18 sessions (see 
Chapter 12 for research data). Even with these improvements, the major- 
ity of these patients are not restored to non-depressed status within this 
duration of therapy, and it is likely that many of these patients may benefit 
from longer courses (see Chapter 11). Engaging in cognitive therapy with 
no indication of time limits is not recommended even for the most recalci- 
trant of depressions, as it undermines efforts to focus therapy on specific 
goals and may serve only to obscure small steps taken towards their 
accomplishment. Where longer courses of therapy seem desirable, struc- 
ture can be maintained by ‘blocking’ the sessions into groups of, say, ten. 
Goals can then be set for each block of sessions and progress reviewed at 
the end of each period. 


Within the typical duration of therapy, the order of addressing different 
aspects of the therapy and a rough guide to the sessions in which these 
tasks occur would be: 


e Assessment, including developing a problem list 1-2 
e Setting and prioritising goals for therapy 1-3 
e Socialisation into the cognitive model 1-4 
e Behavioural re-activation 2-6 
e Identification and questioning of automatic thoughts 2-10 
e Identification and modification of assumptions and beliefs 8-16 
e Preparation for termination and relapse prevention 14-18 


The sequence of these tasks is determined by the idea that each task is 
easier to address if the preceding tasks have been accomplished. Thus, 
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setting goals would be impossible without some idea of the problems to be 
addressed. Similarly, socialising the patient to the cognitive model depends 
on relating the model to the problems described by the patient. Behavioural 
re-activation can be important, not only for improving mood directly but 
also to foster re-engagement in situations where relevant negative thoughts 
occur. Identification and questioning of negative automatic thoughts and 
training the patient in skills to do this independently occupies much of 
the central period of therapy. Information gained on themes occurring in 
automatic thoughts is important in identifying underlying assumptions 
and beliefs. Only when the patient has acquired some ability to question 
their own thoughts does therapy generally attempt to modify more deeply 
held assumptions. Preparation for finishing therapy and coping with pos- 
sible setbacks in the future involves recapping and consolidating skills 
learned throughout therapy and planning how to put them into practice 
in the future. Even when a longer course of therapy has been agreed, 
addressing the tasks in broadly the order outlined above is likely to be 
helpful. 


When working with persistent depression it can be difficult to maintain 
this structure across the course of therapy. For example, cognitive and 
emotional avoidance can make it hard for the therapist initially to iden- 
tify specific problem areas, as problems may be denied or alluded to 
only in the most vague terms. Significant problems that the patient did 
not spontaneously report during the assessment phase may subsequently 
emerge when trying to implement standard cognitive and behavioural 
techniques. Similarly, setting appropriate goals for therapy often depends 
on the patient having some recognition of how their behaviours, thoughts 
and feelings may be contributing to some problem. In many cases this 
recognition emerges over the course of therapy. The tasks of problem iden- 
tification and setting goals may therefore have to be revisited over the 
course of therapy. This means that even when an initial problem list or 
set of goals has been agreed in the second or third session, it is helpful to 
raise the possibility that additional problems may be encountered or goals 
discussed as therapy proceeds. Although it is recommended that the dif- 
ferent tasks of therapy are raised in the same order for chronic depression 
as for more acute presentations, there is often less of a sense of closure or 
completion of each task before moving on to the next one. 


The Timing of Belief Modification 


An important issue in working with chronic depression is when to attempt 
to tackle underlying assumptions or core beliefs. The model of persistent 
depression proposes that avoidance behaviours are likely to be driven by 
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core beliefs and the avoidance of their activation, whereas in acute 
depression they may simply reflect attempts to manage acute negative 
affect. Similarly, the automatic thoughts in persistent depression may 
reflect central beliefs. These beliefs can thus be manifest or their influ- 
ences felt from the earliest stages of therapy. As will be discussed in detail 
in Chapters 4, 5 and 6, these rigid beliefs can inhibit engagement in therapy 
and interfere with the implementation of standard techniques for address- 
ing behaviours and automatic thoughts. Therapists with even the briefest 
of acquaintances with chronic depression will probably have encountered 
examples of this. Patients are often crushingly sceptical of the cognitive 
model or apparently refuse to shift on some negative view despite an 
impressive array of evidence contradicting it. Faced with these unfortunate 
manifestations of underlying beliefs early in therapy, it can be tempting to 
conclude that an attempt to modify them should precede more standard or 
superficial cognitive and behavioural approaches. However, early attempts 
at modifying underlying beliefs are perilous and can be detrimental to the 
course of therapy. 


A number of considerations weigh against trying directly to pinpoint and 
modify underlying beliefs prior to intervening at a more superficial level. 
Firstly, although patients may already be dimly aware of their negative 
beliefs as they go about their lives, to focus directly on identifying and 
confronting these beliefs is often extremely uncomfortable. For the thera- 
pist to attempt this before having established any kind of trusting rela- 
tionship often works against engaging the patient in therapy. Secondly, the 
beliefs are usually strongly held, so the chances of directly obtaining signifi- 
cant change early in therapy are slim. Thirdly, although underlying beliefs 
influence peripheral behaviours and thoughts in persistent depression, 
targeting these less fundamental thoughts and behaviours will maximise 
the likelihood of change in the short term. Even if only a small degree of 
success is achieved in making behavioural changes or questioning periph- 
eral thoughts, these interventions can model a process of standing back 
from and questioning depressive experiences that is valuable in working 
with more central beliefs. The development of this ability to see thoughts 
as thoughts rather than as reality, or meta-awareness (Moore, 1996), may 
ultimately contribute to successful outcomes (see Chapter 12). For these 
reasons, some work on behaviours and automatic thoughts is still to be 
recommended before focusing on beliefs. The prospects for belief modi- 
fication are improved once a working alliance has been established and 
once the patient has achieved some flexibility in more peripheral, less fun- 
damental ideas through using more standard cognitive techniques. 


Nevertheless, important beliefs stand to interfere with the tasks of en- 
gagement, behavioural activation and questioning negative thoughts in 
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persistent depression. Therefore, it is often important to acknowledge and 
discuss the existence of longstanding patterns of thinking early in therapy 
with these patients. This can help to limit the potential for underlying 
beliefs to undermine the early stages of therapy. Suggestions on how to 
discuss the existence and possible effects of beliefs without directly con- 
fronting them are discussed in Chapter 4. Given that work on engag- 
ing in activities and questioning thoughts may initially be only partially 
successful, it can be useful to return to building these skills later in therapy 
once some flexibility in core beliefs has been obtained. Again the structure 
of the procession from behavioural engagement to automatic thoughts to 
underlying beliefs is more blurred in working with persistent depression 
than with acute depression. The approach described in this book attempts 
to balance maintaining structure and focus despite the difficulties patients 
may present in doing this with responding flexibly to the particular diffi- 
culties presented by chronic depression. 


Maintaining a therapeutic relationship, structuring the therapy appro- 
priately and adapting the style of therapy in the ways described in this 
chapter provide essential foundations for working with particular problem 
behaviours, thoughts and beliefs throughout the course of therapy. These 
aspects of therapy are particularly important in maintaining the engage- 
ment in the therapeutic process of patients who have become helpless and 
passive. More specific issues of establishing engagement at the beginning 
of therapy are discussed in Chapter 4. Through adopting the structure and 
style described, therapy sessions can provide a model for the experience, 
expression, containment and control of emotions in which the therapist at 
first takes the active role. Through their experience of the structure and 
collaborative style of cognitive therapy, the patient may gradually develop 
a greater sense of agency and begin to attempt for themselves techniques 
for managing emotions, thoughts and behaviours that have been modelled 
in the sessions. Later in therapy, the focus shifts to identifying the beliefs 
underlying passivity, avoidance and lack of emotional control. The patient 
is then explicitly given more responsibility for modifying these beliefs and 
developing their own skills for the regulation of their experience. These 
issues are discussed in Chapters 7 and 8. 


SUMMARY POINTS 


e The detachment or hostility of many patients with persistent depression 
can make it hard to develop a collaborative therapeutic bond. 

e Patience and good humour are essential characteristics for therapists 
working with persistent depression. 
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Developing empathy depends on helping patients to identify and dis- 
criminate their own emotional reactions. 

Questions are essential in fostering patients’ involvement and often need 
to be simple and concrete. 

The therapist’s style can be adapted to be more inquisitive when the 
intensity of emotional expression is low and more directive at times of 
intense emotion. 

Setting an agenda is particularly important in facilitating the engagement 
of chronically depressed patients in therapy. 

Self-help assignments often need to be simpler and more specific than 
those in standard cognitive therapy. 

Written summaries, tapes of sessions, handouts and therapy folders are 
essential to ‘hammer home’ any gains made during sessions. 

Particular therapeutic tasks may need to be revisited at several stages 
over the course of therapy, making the stages of therapy less distinct 
than when working with acute disorders. 

Although underlying beliefs and their effects need to be acknowledged 
early in therapy, attempts to modify underlying beliefs are best left until 
a solid relationship and some cognitive flexibility have been established. 


Chapter 3 


INITIAL ASSESSMENT AND 
FORMULATION 


In this chapter, you will find suggestions on: 


e Gathering information on the patient’s current symptoms, problems, 
emotions, behaviours and cognition 

e Developing a problem list 

e Assessing the history of depression and factors that have contributed 
to it, including relevant early experiences 

e Identifying attitudes to depression and its treatment that can influence 
the patient’s response to cognitive therapy 

e Integrating information about the current problems and the patient’s 
history into a comprehensive cognitive formulation 


Cognitive therapy with each individual patient is based on a formulation 
of how the cognitive model applies in that particular case (Butler, 1999; 
Persons, 1989). Arriving at a helpful formulation involves eliciting an ac- 
curate description of the problems affecting the patient, understanding the 
relationships between different aspects of the problems, and constructing 
an account of the factors involved in the development of the problems. 
The patient’s difficulties are formulated at two levels: a formulation of 
how problems are currently being maintained and a longitudinal formu- 
lation regarding factors that may have made the patient vulnerable to the 
onset of the disorder. Understanding how the problems developed and are 
maintained guides the therapist in devising a treatment plan for tackling 
them. The formulation also helps to predict difficulties that might arise in 
the course of therapy and to plan how these might be addressed (Persons, 
1989). 


Conducting an initial assessment is an important step in developing a for- 
mulation of the case. A good initial assessment can help therapist and 
patient to begin to develop new ways of making sense of the difficulties. 
This provides an essential foundation for beginning to tackle the problems 
and planning subsequent interventions. Furthermore, when the therapist 
is able to convey that he or she understands the problems described by 
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the patient, it can lay the foundations of a solid therapeutic alliance. Using 
this understanding to gear the treatment rationale to the patient’s particu- 
lar difficulties can help greatly in engaging them in therapy. A productive 
assessment session can be a first step towards reducing the patient’s hope- 
lessness regarding any current difficulties. In this chapter, we describe the 
main factors in the patient’s current presentation and past history that need 
to be covered in a thorough assessment. We consider the relevance of each 
factor within the formulation and then suggest how these factors can be 
integrated into an overall cognitive formulation. 


GATHERING INFORMATION 


When working with chronically depressed patients, two common prob- 
lems make it difficult to conduct an assessment that is comprehensive 
enough to support an accurate formulation. Firstly, there is frequently a 
large volume of information to be gathered due to the complicated nature 
and the often extensive history of the problems. As described previously, 
patients can be vague or evasive in their style and are often interperson- 
ally sensitive. This means that the pacing of the interview often needs to be 
slower and more careful than with patients with more acute presentations. 
Thus, it usually takes the best part of two or more sessions to cover the 
areas recommended for assessment. This is often accomplished in tandem 
with presenting the cognitive rationale for treatment and collaboratively 
generating treatment goals (see Chapter 4). Secondly, because of the vague 
or evasive style of some patients, it is frequently difficult to obtain complete 
and accurate information about all the areas required for a comprehensive 
formulation. In many cases, the information from the assessment inter- 
view can be supplemented by information about the patient's difficulties 
and history in records of past correspondence from contacts with other pro- 
fessionals. For some areas of assessment, such as the history and course of 
past depressive episodes, this can provide reliable information. However, 
in general the information gathered at assessment and the formulation 
resulting from it has to be regarded as incomplete. As will be discussed, 
it is usually essential to continue to gather further information about the 
patient’s problems and to develop more precise ideas about the factors 
contributing to them throughout the course of therapy. 


In cognitive therapy, the assessment is structured around the areas that 
need to be considered in developing a cognitive formulation. Three broad 
areas need to be covered in the assessment: 


1. The patient’s symptoms and problems involved in the current vicious 
circle of depression. 
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2. The development of the problems and the patient’s personal history, 
including social and environmental factors potentially contributing to 
depression. 

3. The patient’s view of depression as an illness, and its treatment. 


These areas will be considered in detail, but every aspect considered here 
will not necessarily be relevant in the assessment of every patient. At the 
end of each section is a list of questions that may be useful in eliciting the 
information relevant to the assessment of that domain. 


ASSESSING THE PATIENT’S CURRENT SITUATION 


The patient’s current symptoms and problems are assessed in order to 
arrive at a problem list that can form the basis for the cognitive formulation 
and for setting the goals of therapy. In assessing symptoms and problems, 
basic information is obtained about the problem, including its nature, tim- 
ing and intensity. To develop the formulation, it is essential to elicit how 
these symptoms and problems contribute to negative thinking, particularly 
in the key areas of low self-esteem, helplessness and hopelessness. There- 
fore, the patient’s thoughts about any problem are consistently sought in 
order to understand how the cognitive model applies to that patient’s par- 
ticular difficulties. The therapist should also establish how the patient’s 
current problems impact on their life in concrete and specific terms. 


Examples of each of the main areas that need to be covered are given below, 
and are then described in detail. The nature of the current vicious circle 
maintaining the depression is formulated by clarifying the relationships 
between these different domains. 


e Symptoms Tiredness; tearfulness; sleep disturbance; loss of libido; 
agitation; indecisiveness; poor concentration; memory deficits; butter- 
flies; tremor; restlessness; breathlessness; dizziness; pins and needles 


Current problems Relationships; work; home; life events (redundancy; 
unemployment; bereavement; divorce; jail sentence); illness (self or close 
friends/relations) 


Emotions Sadness; anger; anxiety; shame; guilt 


Thoughts 

—Content: negative automatic thoughts; perceived loss; negative view of 
self, world and future; helplessness; hopelessness and suicidality 

—Process: interpretational, memory and attentional biases; worry; rumi- 
nation; intrusions; overgenerality 


Behaviour Inactivity; overactivity; avoidance; procrastination; crying; 
temper outbursts 
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Symptoms of Depression (including Physiological 
Symptoms of Anxiety) 


Assessment generally begins by getting information on how the patient 
is currently affected by the symptoms of depression. The symptoms 
required for diagnosis of depression are discussed in the Introduction. 
Although formal diagnosis is not usually part of assessment for cogni- 
tive therapy, diagnostic interview schedules such as the SCID (Spitzer 
et al., 1992) can provide a useful template for covering the main sympt- 
oms of depression. It is helpful to ask the patient to focus on a specific 
time period, usually the week preceding the assessment interview. The 
therapist should establish whether this period would give an impression 
typical of the patient’s usual depressive symptoms. As most patients with 
chronic depression are prescribed a therapeutic regime of pharmacother- 
apy, they do not generally describe the full spectrum of depressive symp- 
toms seen in more acute depressive presentations. Most patients describe 
two or three persistent symptoms that cause them particular difficulty or 
distress. 


It is helpful to try to gain an assessment of the overall severity of the 
patient’s depressive symptoms. The patient’s cognitive and emotional 
avoidance can render this difficult. Some patients with persistent depres- 
sion are reluctant to acknowledge, think about or discuss their symptoms, 
and this can lead to a tendency for patients to underreport their symp- 
toms. Scores on standard self-report measures of severity, such as the Beck 
Depression Inventory (Beck et al., 1961), while useful, thus need to be 
viewed with some caution. They should be supplemented by more detailed 
questioning about each symptom, how often it is experienced and to what 
degree, as described below. In gauging overall severity, the patient’s degree 
of impairment in functioning in their everyday life should also be consid- 
ered. In this way, both subjective and objective aspects of the severity of 
the symptoms can be taken into account. 


Commonly reported persistent symptoms in patients with chronic depres- 
sion are fatigue, sleep disturbance, poor concentration, loss of interest, 
tension, and agitation. A profile of the patient’s troublesome biological 
and physiological symptoms should be ascertained. To be clinically useful, 
some detail of the extent to which each symptom interferes with activities 
of daily living is required. For example, if concentration is impaired, it 
is useful to know the activities that are impaired by poor concentration 
and the time of day when concentration is at its best/worst. Elizabeth's 
concentration difficulties meant that she could no longer do a crossword, 
follow the plot of a book or film or follow instructions in a recipe. She found 
it hard to follow conversations in groups of three or more, although she 
could take in individual conversations up to about 20 minutes. As a result 
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of impaired concentration, she had stopped socialising, reading books and 
visiting the cinema. She saw these difficulties as a sign that she was ‘stupid 
not to be able to do simple tasks’, ‘losing my mind’ or that she had senile 
dementia. 


As patients are likely to be on high doses of antidepressant medication 
often augmented with lithium or mood stabilisers, it is important to give 
consideration to the side-effects of any prescribed medication. It can be 
helpful to try to distinguish between the biological symptoms of depres- 
sion and such side-effects. The patient’s attributions about the causes and 
consequences of a particular symptom or side-effect should be assessed as 
these can have a significant impact on the persistence of low mood. For 
example, Peter confided that he had what he described as ‘a terrible shake’. 
As he was sitting upright in the chair with his hands clenched, the thera- 
pist encouraged him to unfurl one hand and rest it on the arm of the chair. 
The therapist observed a fine but indeed noticeable tremor. Peter believed 
the cause of his tremor to be his weakness, which he was having difficulty 
controlling. He ruminated daily regarding the tremor, focusing much of 
his attention on trying to control it, and would not mix socially in case it 
was noticed by others, which would be humiliating. Further questioning 
revealed that the occurrence of the tremor—which is a common side-effect 
of lithium—coincided with an increase in his lithium dosage eight months 
previously. The identification of a biological symptom helped with begin- 
ning to identify important cognitive factors in the formulation, including 
interpretative biases (seeing the tremor as a terrible shake), the content 
of cognition (‘I’m weak’), cognitive processes (rumination) and possible 
beliefs about the acceptability of emotions. 


Animportant area for assessment in this domain is loss of libido. While loss 
of sexual interest is common for both men and women, difficulty reaching 
orgasm or maintaining an erection is also found. Patients rarely raise this 
topic for discussion but are usually willing to discuss any problems if the 
therapist asks the relevant questions. Many patients are unaware that sex- 
ual difficulties are a common problem in depression either as a symptom 
of the illness itself or as a side-effect of prescribed medication. It is best 
if the therapist discusses this in an open and matter of fact way, indicat- 
ing that this is a common problem described by many patients who suffer 
with depression. As is to be expected, loss of libido can have a detrimen- 
tal effect not only on an individual's self-esteem but also on that person’s 
relationship with their spouse or partner. Both Peter and Dave described 
a loss of sexual interest. For Peter this served to reinforce his perceptions 
that he was ‘weak’ and ‘had no control over himself’. Prior to becoming 
depressed Peter and his wife shared an active and enjoyable sexual relation- 
ship. While his wife was extremely understanding, Peter felt humiliated 
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by his loss of interest and despite her reassurances he felt he was letting 
his wife down. In contrast, Dave’s loss of sexual interest led to frequent 
arguments with his wife, who perceived his loss of interest as rejection. 
She questioned him regarding his fidelity and frequently suggested that 
he leave their home. Although Dave accepted his loss of sexual interest as 
a symptom of his depression and did not berate himself as inadequate, the 
conflict it caused in his relationship did exert a detrimental effect on his 
mood. 


Finally, the issue of self-harm and suicidal intention needs to be addressed. 
Although hopelessness is a strong feature of persistent depression and 
most patients report wishing their life to end, active suicidal intent tends 
to be surprisingly low. A number of factors may inhibit active suici- 
dal impulses: a strong sense of duty and responsibility towards others; 
generalised passivity and helplessness; or simply having lived with the 
depression for a long time. The extent of any suicidal plans should be 
ascertained. Some patients have barely considered any means for ending 
their lives, and others admit to keeping such means in reserve, such as a 
stash of tablets, a rope or a hosepipe to use in their car. Such items have 
often been acquired months or years before and are not necessarily associ- 
ated with immediate suicidal intent. Where the patient does express such 
intent or has a well-prepared suicidal plan, obviously this needs to be taken 
extremely seriously. In this case, an emergency plan involving regular con- 
tact with the therapist or other professionals, consistent social contact in 
the patient's life, planning of activities until the next appointment and 
back-up emergency contacts is essential. If it is at all unlikely that suicidal 
intent cannot be managed by such a plan, inpatient admission needs to be 
considered. 


Questions for Eliciting Patient’s Perceptions re: Biological/Physiological 
Symptoms 


e Can you describe any particularly troublesome symptoms that cause 
you problems on a day-to-day basis? 

e How frequently is symptom x a problem? 

e Are there any times of day when symptom x is more/less problematic? 

e What activities does symptom x interfere with? 

e What does symptom x stop you doing? 

e Are there any strategies you use to deal with symptom x? 

e How effective are these strategies? 

e What is your understanding of the cause of symptom x? What do you 
put it down to? 
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Current Problems 


In the literature on the aetiology of depression, much attention is paid 
to the role environmental factors play in the onset and course of depres- 
sion. Recent stressful life events and more enduring adverse circumstances 
can both contribute to the adversity encountered by the patient (Brown & 
Harris, 1978). Considering situational, interpersonal and intrapersonal prob- 
lems can provide a useful template for the assessment of current difficulties. 
Obviously, these categories overlap enormously and any single problem 
may span each of these domains. Some patients report that they should 
not be depressed, as they do not have any significant problems. This view 
can lead them to dismiss problems that may in fact be contributing to their 
depression. It can be helpful to use these domains as prompts for actively 
eliciting potential problems that might otherwise be overlooked. Within 
a cognitive formulation, the psychological distress of patients living in 
adverse social circumstances cannot be accounted for exclusively in 
environmental terms. The formulation must also include the patient’s 
attributions regarding any given adverse situation or environmental stres- 
sor, so these should be elicited in the assessment. 


Situational problems include factors clearly located in the environment, 
such as unemployment, financial difficulties or problems with housing. 
Serious illnesses that the patient has suffered should be considered, as 
should illness in those with whom the patient has a close relationship. The 
demands of caring for an elderly or sick relative can impose both psycho- 
logical distress and practical burdens. Specific life events in the patient’s 
relationships may include bereavement and divorce. The therapist should 
also enquire about any potentially positive aspects of the patient’s situ- 
ation, as opportunities to secure a clean break from an adverse situation 
and make a fresh start are associated with remission of depression (Brown 
et al., 1992). Recent work has suggested that some patients, particularly 
women, take responsibility not only for life events that occur to them- 
selves but also to their spouse, siblings and members of their extended 
family (Nazroo et al., 1997). Thus it is important to consider life events that 
occur not only to the patient but also to significant others in the patient’s 
life. 


Interpersonal problems are often not acknowledged by patients, who often 
report that there are no problems in their relationships. Whether or not 
the patient complains of or acknowledges interpersonal difficulties, it is 
essential for the therapist actively to gain an idea of the quality of the 
patient’s close relationships. In particular, marital discord and criticism 
from the patient’s spouse have been found to predict poor prognosis in 
depression (Hooley & Teasdale, 1989; for a review, see Gotlib & Hammen, 
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1992). Some patients complain of difficulties in managing their children, 
and longstanding difficulties in relationships with parents are also com- 
mon in persistently depressed patients (Crook et al., 1981). Social support 
has consistently been shown to be protective against depression (Brown & 
Harris, 1978; Brown et al., 1986), so an absence of supportive or confid- 
ing relationships is likely to contribute to chronicity. Social isolation or 
restricted range of opportunities for social contact is common, although 
again this may not be a spontaneous complaint. The patient’s access to a 
circle of friends or family should therefore be considered. Many patients 
who report that there are no problems in their relationships describe a 
pattern of attempting to meet continuous demands in various relation- 
ships. The effort involved may contribute to their symptoms, so informa- 
tion on ‘who does the running’ in the patient’s relationships is useful. 
This information can provide important insights into how the patient 
views any relationships, which is essential to the formulation. Fears of 
letting others down, ideas of responsibility for the well-being of others 
and fears of criticism or rejection can often be elicited even when the 
patient does not spontaneously raise any problems in ongoing relation- 
ships. 


Intrapersonal problems may include the longer-term aspects of patients’ 
negative perceptions of themselves, such as chronically low self-confidence 
or low self-esteem. Patients with chronic depression frequently locate the 
source of some of their difficulties within themselves and define various 
of their own attributes as a problem. They may describe personal short- 
comings which result in difficulties they have in areas such as establish- 
ing relationships, sticking at things which go wrong or trying things they 
would really like to do. They may report difficulties of a psychological 
nature, such as never having been bright enough to do what they want 
in life or feeling unable to take any kind of risk, particularly in situations 
where they might fail. Other patients report personal problems of a more 
physical nature, particularly lack of attractiveness in women or lack of 
physical prowess in men. 


It can be helpful to formulate the patient’s current problems around themes 
of loss, as described in Beck’s (1976) model of depression. External losses, 
such as bereavement, redundancy or divorce, often involve attendant in- 
ternal losses, including loss of role, status or security. In chronic depression 
it is important to assess not only losses experienced by the patient through 
life events at the onset of the illness but also actual and perceived losses that 
are a direct result of depression itself. For example, Peter became depressed 
as a result of radical changes in working practices in the company where he 
had worked for 25 years. He had been receiving treatment for depression 
for seven years prior to commencing cognitive therapy. After some years 
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of absence from work due to his depression, Peter was retired against his 
wishes on the grounds of ill health. He had lost his job, entailing consider- 
able financial loss in terms of his current income and also his future pension 
(external losses). Moreover, he also felt he had lost his role and purpose in 
life, his status in the eyes of his family, friends and the wider community, 
and lost his ‘sense of security’ (internal losses). The use of this model to 
formulate Peter’s difficulties helped both therapist and patient to iden- 
tify how Peter’s external problems fed into important cognitive themes 
pertinent to his experience of depression. 


Particularly for problems that are described in situational or interpersonal 
terms, the formulation must include the patient’s attributions for the prob- 
lem. Such attributions are key to understanding the impact of the events 
and are essential in integrating social and environmental aspects of the 
patient’s problems into a cognitive formulation. For example, Julie was di- 
vorced from the father of her four children and was now in her second 
marriage. She was very distressed throughout her first assessment session 
and described a number of problems. Her young son was currently in a 
remand centre for persistent petty crime. Her teenage daughter was preg- 
nant to a married man from a family notorious for their criminal activities. 
In addition, for the past two years she had been experiencing difficulties 
with her husband, whom she described as critical and controlling. It would 
be easy to conclude that experiencing these life events would make any- 
one depressed. However, although the first two life events described had 
occurred in the previous two months, she had a five-year history of depres- 
sion. As assessment progressed, a catalogue of further life events emerged 
which included her divorce and the repossession of her house. In assessing 
Julie’s attributions regarding these events, it became clear that she not only 
held herself entirely responsible for their occurrence but saw it as up to her 
to sort them out as well. Julie viewed her problems as existing entirely 
in her environment and blamed herself for them, but did not recognise 
the part her overinflated sense of responsibility played in maintaining her 
depression. 


In developing a formulation, it can be extremely difficult to disentangle 
circumstances that may have contributed to the onset of depression from 
social difficulties that have resulted from experiencing depression on a 
long-term basis. The causes and effects of depression can become entwined 
in various different life areas. For example, redundancy or changes in work- 
ing practices are frequently implicated as possible triggers for the onset 
of depression. Such changes are also common consequences of suffering 
from persistent depression, where patients find it hard to keep up with the 
demands of their employment. Similarly in the social arena, social isolation 
or conflict in close relationships can be a trigger for or a consequence 
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of the prolonged experience of depressive symptoms. The therapist can 
try to gain some indication of the relative degree to which environmen- 
tal problems reflect cause or consequence of the depression by paying 
careful attention to the timing of events in relation to onset or worsen- 
ing of symptoms. In many cases, however, it is impossible to separate 
out causal from consequential aspects. Environmental problems form one 
aspect of the vicious circle that can maintain depression, and must be in- 
corporated not only into the therapist’s formulation of the case but also 
into the model that is presented to the patient (as discussed in the next 
chapter). 


Questions to Elicit Attributions about Situational/Environmental Factors 


e What is it about this situation/event that you find most upsetting? 

e How do you explain that this situation/event has occurred? 

e Where do you lay the blame for the occurrence of this event? 

e Whose responsibility is it to sort out this particular problem? 

e What action can you take to deal with this event? 

e If you don’t sort out the problem what do you predict will happen? 

e What is the worst thing you can imagine happening? 

e Who generally sorts out problems in the family? 

e If you were to say no to sorting out this particular problem, what do 
you predict the consequences would be? 


Emotions 


An important idea in the cognitive model of persistent depression is that 
patients often control or avoid the experience of emotions. The formula- 
tion therefore needs to cover not only the emotions experienced by the 
patient, but also their thoughts and attitudes about emotional experi- 
ence. Emotions commonly described by patients with acute depression, 
such as sadness, guilt and anxiety, should be assessed. In chronic depres- 
sion, irritability and shame are also particularly common. As shame may 
drive the concealment of perceived undesirable qualities, including emo- 
tions, from the gaze of others, it and other emotions may not be readily 
reported. As described previously (page 30), Peter was accompanied to 
his first assessment session by his wife, who requested that she join Peter 
and the therapist in the session. On enquiring as to her reasons for this, 
the therapist was politely told that she wanted to ensure that Peter was 
not asked about the circumstances leading to his taking sick leave from 
work, which would cause him undue distress. When Peter attended the 
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second session alone, it transpired that whenever he attempted to talk 
about this subject he became overwhelmed with emotion and started to 
cry. Peter viewed this as a sign of inherent weakness about which he felt 
deeply ashamed. The therapist was careful to label Peter’s thoughts about 
showing emotions, which proved central to the formulation of his illness. 
When Peter and the therapist developed a problem and target list, Peter 
identified his most pressing problem as his feelings of shame regarding 
the fact he had become depressed, which led to avoidance of all social 
situations. 


Patients who have beliefs that showing emotion is shameful or unaccept- 
able often do not display the usual non-verbal cues that would indicate 
that someone was feeling distressed. In some chronically depressed 
patients, the anxiety often inherent in attending a first assessment can result 
in the patient presenting as hostile, mildly paranoid and even aggressive. 
In other cases, the emotional arousal can seem minimal and such patients 
typically describe feeling numb or having no feelings at all. It is tempting 
for the clinician to assume that the patient is experiencing little emotional 
arousal and vigorously pursue the elicitation of some degree of affect. To 
the patient struggling to retain control over their feelings, this may seem 
controlling or even persecutory. It is preferable to use current difficulties to 
gain some estimation of the degree of the patient’s cognitive and emotional 
avoidance. The best way to facilitate this is to engage the patient in discus- 
sion of a recent upsetting event. For the patient who is reluctant to discuss 
feelings, it is sometimes helpful to begin by discussing positive emotions 
such as happiness, excitement or pleasure in the context of a recent event. 
It is important to allow the patient to exert some control over the topics that 


Questions for Eliciting Information about Affect 


e How did you feel when x occurred? 

e What is the most common feeling you experience at present? 

e Do you ever feel sad/angry/anxious/guilty/ashamed? 

e Can you think of a recent situation where you have felt sad/anxious/ 
angry/guilty/ashamed? 

e How easy/difficult do you find it to talk about your feelings? 

e How easy/difficult do you find it to show your feelings? 

e If you showed people how you really feel, what is the worst thing you 
can imagine happening? 

e When you show you feel sad/angry how do other people react? 

e How do you think other people see you when you show your feelings? 
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are discussed and the pace and depth to which these discussions progress. 
The patient's ability to tolerate, label and describe a range of emotions and 
engage with these emotions at an experiential level can then be gauged. It 
is useful to encourage the patient to compare how they feel now with prior 
to becoming depressed to assess differences in their ability to experience 
and describe emotional states between these two points in time. This will 
provide information as to whether the absence of affect is a symptom of 
the depression itself or more characteristic of a coping strategy for dealing 
with affect in general. 


Thoughts: Content and Process 


As has been described, in assessing the patient’s affect, symptoms and 
current problems, important cognitions about each domain are noted or 
elicited. The meanings or attributions that patients attach to life events and 
difficulties and their perceptions of symptoms constitute important asp- 
ects of the content of cognition in persistent depression. The therapist thus 
uses assessment of these domains to begin to build a picture of the patient’s 
potential for negative thinking about the self, the world and the future. As 
described in Chapter 1, the concept of a chronic cognitive triad, including 
low self-esteem, helplessness and hopelessness, can be useful. The thera- 
pist can probe further for thoughts relating to each aspect of the triad. In 
relation to self, self-criticism (‘I am stupid’; ‘Ishouldn’t have made such a 
silly mistake’) and self-blame (‘It’s my fault’; ‘It is up to me to sort the prob- 
lem out’) are common. In developing a formulation of chronic depression, 
it is particularly important to assess helplessness and hopelessness. Help- 
lessness is assessed through the extent to which the individual believes that 
there is nothing that they can do to change the circumstances or that the 
world is full of negative outcomes that cannot be averted (‘Things always 
go against me’). Assessing hopelessness involves gauging the degree of 
belief that the current difficulties will not improve in the future (‘My life 
will never get any better’). 


For example, when Elizabeth described her current difficulties during 
assessment, it was immediately apparent that she was highly self-critical. 
When discussing her symptoms of tiredness and inactivity, she explained 
them in terms of seeing herself as ‘lazy’ and ‘not trying hard enough’. Her 
exacting standards led her continually to focus on her perceived deficits, 
totally ignoring or discounting any assets highlighted by the therapist. 
In describing a recent endeavour to complete a complex piece of embroi- 
dery, Elizabeth’s assessment was ‘I was careless’, ‘I made a mess of it’ 
and ‘The workmanship is shoddy—it’s just not up to scratch’. Elizabeth’s 
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self-criticism, which was associated with irritation and low mood, would 
persist for perhaps two to three hours following any perceived setback. 


When particular negative thoughts are identified, it can be helpful to 
assess whether this is a common perception held by the patient across 
a range of situations, or specific to a given situation. It is not gener- 
ally possible to identify with any precision or certainty the underlying 
beliefs held by chronically depressed patients at initial assessment; how- 
ever, it can be helpful to begin to identify any particularly strong themes 
in the patient’s perception of issues and problems raised. As discussed in 
Chapter 1, a number of common themes typify chronic depression. With 
regard to self, these include themes clustering around ideas of unlove- 
ability and badness; incompetence and failure; and inadequacy, weakness 
and vulnerability. With regard to beliefs concerning the world, common 
themes include unfairness, harshness and uncontrollability. Themes con- 
cerning other people include untrustworthiness, unreliability, superiority, 
criticism and hostility. In terms of strategies patients use to bolster self- 
worth, the themes of attaining respect and approval, performing one’s 
duty and achieving perfection or control are central. 


As wellas assessing the content of cognition, various aspects of the process 
of cognition can be important in the formulation of chronic depression. 
The thinking errors identified in Beck’s (1976) cognitive model of emo- 
tional disorders can be seen as biases in cognitive processing and these 
should be noted during assessment. It is also important to consider biases 
in memory and to assess the impact these may exert over the patient’s 
everyday functioning. The relative ease with which some patients can recall 
negative compared to positive incidents can play a big part in the rumi- 
nation over past setbacks and failures that can fill a large proportion of 
their day. 


In addition to these cognitive biases, there is often a more general impair- 
ment of cognitive functioning in depression (Williams et al., 1997). Diffi- 
culties in accessing specific memories seem especially pronounced in some 
chronically depressed patients. Vagueness and overgenerality in cognitive 
processing can make it very difficult to obtain specific information about 
affect, symptoms, problems and cognitive content. The therapist needs to 
gauge the extent of such difficulties and needs to give the patient time to 
answer questions. Julie described a particular difficulty of not being able 
to complete her sentences and would often take up to thirty seconds to 
answer a question posed by the therapist. She took this as evidence of her 
inherent stupidity and viewed it as an indication of the depths to which 
she had plummeted. At the end of assessment, Julie indicated to the thera- 
pist that it had been useful to discover that this phenomenon could be 
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Questions to Assess Negative Views of Self and World 


e How would you describe yourself as a person? 

e How would you compare yourself to other people? 

e How do you think other people see you? 

e What aspects of yourself do you like? What do you see as your 
strengths? 

e What aspects of yourself do you dislike? What do you see as your 
shortcomings? 

e What does that experience/event/occurrence say about you as a per- 
son? 

e What type of place would you describe the world as? 

e How does this experience influence your view of the world? 

e How do you deal with anger or arguments? 

e What is it about anger or arguments that you like/don’t like? 

e How do you deal with someone paying you a compliment or giving 
you praise? 

e What is it about someone paying you a compliment or giving you 
praise that you like/don’t like? 

e How do you deal with someone showing you affection or being kind 
to you? 

e What is it about people showing you affection or being kind that you 
like/don’t like? 

e How do you deal with criticism? 

e What is it about criticism that you find difficult to handle? 


explained as a common symptom of depression. She also appreciated that 
the therapist did not complete sentences on her behalf but gave her time 
to answer questions for herself. 


Rumination is another important factor to assess, as it is likely to be par- 
ticularly pertinent to chronic presentations (e.g. Nolen Hoeksema, 1991). 
It is seen, for example, when the patient repeatedly focuses on the fact 
that they are depressed and on their depressive symptoms, or when they 
ponder extensively the possible causes. The therapist should ask about 
the extent to which the patient engages in this type of rumination in their 
everyday life. Any tendency of the patient to shift the focus of the ses- 
sion back to questions of why they are depressed and how long it will last 
should also be noted. 


This apparently excessive focus on the symptoms and persistence of de- 
pression can be contrasted with the cognitive avoidance exhibited by other 
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patients. Such avoidance can be manifested in patients’ explicit refusal 
to discuss some upsetting issues. More commonly, the subject under dis- 
cussion may be changed with varying degrees of subtlety. A further sign 
of possible cognitive avoidance is where a patient’s responses seem at 
odds with the subject under discussion, as when someone greets discus- 
sion of the ending of a close relationship by reciting the benefits of being 
alone. Where the therapist suspects cognitive avoidance is underlying the 
patient’s responses, it can be informative to introduce gently into the con- 
versation content that is likely to be avoided and note the patient’s response 
to its introduction. Persistent probing by the therapist of seemingly avoided 
issues during the assessment is not recommended as it will be experienced 
as threatening by the patient. 


Formulating cognitive processes as well as content was particularly im- 
portant in the case of Peter. He was highly self-critical of the way he had 
handled situations at work prior to the onset of his depression and he 
blamed himself for his current illness and for not being able to control his 
depression. Typically, Peter’s bouts of depression would start with intru- 
sive memories of events that occurred the day before he commenced sick 
leave from work. He would think ‘I should have seen it coming’ and ‘It’s 
all my fault’ (self-blame). This was associated with high levels of anxi- 
ety, triggering thoughts such as ‘I’m a wreck’ and ‘This is so pathetic’. In 
turn, this gave rise to a profound and persistent dysphoric mood state that 
could last several days in which Peter described his mind as ‘racing out 


Questions to Elicit Information about Cognitive Processes 


e What differences do you notice in your thinking patterns when you 
are having a bad day in comparison to when you are having one of 
your better days? 

e Do you ever ruminate/become preoccupied/seem to get things stuck 
in your mind and you can’t get rid of them? What sort of things trigger 
this? 

e What type of things do you become preoccupied with? Can you give 
me an example? 

e When something gets stuck in your mind what do you do to try to get 
rid of it? 

e What helps to stop you ruminating/get the stuck thing out of your 
mind? 

e Are there any strategies you use to try to avoid ruminating/becoming 
preoccupied? 
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of control’. This would typically involve his mind being bombarded with 
other upsetting events that had occurred in his life both from recent years 
(i.e. the death of his mother) and his earlier life. This further reinforced his 
perception that he was ‘losing control’ and ‘going mad’ and resulted in fur- 
ther self-criticism (‘I should be able to control this’). Understandably Peter 
tried to institute strategies to ‘control his mind’, which included distraction 
and cognitive avoidance. Understanding what Peter experienced once this 
cognitive process was instituted made sense of the reluctance of both Peter 
and his wife to initiate a conversation regarding the onset of his illness. 


Behaviour 


The formulation requires gathering information concerning behavioural 
deficits and excesses that have arisen since the onset of depression. In 
terms of overall levels of activity, chronic depression can be associated 
with inactivity, as is common in acute depression, and many patients assert 
that they do nothing. However, many patients with persistent depression 
can seem to be overactive. The therapist thus tries to get some account of 
the patient’s activity levels during the assessment. If the relevant infor- 
mation has not emerged in the course of discussing other problems, the 
therapist can ask the patient to describe a typical day, perhaps starting 
with the day before the assessment. This information generally needs to be 
supplemented by asking the patient to complete an activity schedule with 
mastery and pleasure ratings as a homework assignment after the first or 
second assessment session. It is important that a thorough explanation of 
the task and its purpose is given during the session. The patient is asked 
how their current activity levels compare to activity levels prior to the onset 
of illness. 


It is not unusual for patients to be reasonably active, with some structure 
and focus to their day, even when they assert that they have done nothing. 
When patients deny that they have been doing anything, mastery and 
pleasure ratings can help to make sense of the discrepancy between levels 
of specific activities and patients’ protestations that they have done little. 
Mastery and pleasure ratings are usually low, reflecting the appraisal of 
the task at hand. For example, Peter was reasonably active on a daily basis 
helping his wife around the house. This activity was discounted as he 
saw housework as ‘women’s work’ presenting no intellectual or physical 
challenge. Far from registering this activity as constructive, Peter found it 
humiliating that he had been reduced to such a level. 


Some patients with a chronic presentation deliberately fill every minute 
of the day with a task or a social engagement. For Jean, this was a typical 
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pattern. She would fill her day with household chores or have friends to her 
house or visit them at home. She also worked part time two nights per week 
in a local shop. She actively avoided time alone, particularly if it involved 
sitting down. Jean was able to make her own very accurate assessment of 
the purpose of this strategy—it stopped her ‘dwelling on her problems’. 
As long as Jean was able to use excessive activity to distract herself from 
her low mood and attendant negative thoughts, her depression remained 
low grade and relatively stable. In such cases, it is important to ask what 
happens if the patient is prevented from engaging in activity. Jean reported 
that on an occasion when she sprained her ankle and had to rest, her mood 
had plummeted. 


Even when patients appear to be active, it is important to ascertain what 
activities they have stopped engaging in since becoming depressed. As 
in acute depression, patients may have stopped engaging in previously 
pleasurable activities simply because they do not believe these activi- 
ties will give any satisfaction. However, more deliberate procrastination 
and avoidance are extremely common. The patient may have been post- 
poning specific tasks (e.g. filling in a form) or more general classes of 
activity (e.g. social situations). Discussing procrastination can be a rich 
source of negative thoughts, both at the time the activity is postponed 
(I can’t be bothered’, Tll only mess it up’, ‘Ill wait until I feel more 
like doing it’) and on later reflection (‘It’s pathetic’, ‘I can’t even do the 
simplest thing’, Tm useless’). Asking the patient about their reasons for 
putting things off can reveal important negative attitudes, for example not 
being able to bear doing something to a lower standard or not wishing 
to run the risk of failure or disapproval. When they became depressed, 
Elizabeth and Peter both stopped mixing socially, but their reasons for 
doing so were very different. For Peter, it was fear of negative evalu- 
ation from others and what people would think about the fact he had 
become depressed. In comparison, Elizabeth experienced concentration 
deficits as a result of her depression, which meant that she did not enjoy 
mixing in groups because she found it extremely difficult to keep track of a 
conversation. 


It is vital for the clinician to enquire into more positive aspects of behaviour 
as well. Identification of any activities from which the patient still obtains 
some sense of satisfaction can contribute to behavioural strategies early in 
therapy. Coping strategies and problem-solving tactics that the patient is 
using to deal with ongoing stressors should be identified and their effec- 
tiveness assessed. As well as constructive coping strategies, the use of food, 
alcohol, tobacco and recreational drugs to cope with low mood should be 
assessed. 
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Questions for Assessing Patients’ Behaviour 


e In what ways has your behaviour changed since you became de- 
pressed? 

e Are there activities you have stopped doing since you became de- 
pressed/anxious? 

e What are your reasons for not doing x? 

e What enjoyable activities do you do at the moment? 

e What activities did you enjoy before becoming depressed? 

e Are there any activities you actively avoid since becoming depressed? 

e Are there any activities you have been putting off? 

¢ If you were to try to do x now, what do you predict would happen? 

e What is the worst thing you could imagine happening? 

e Are there any times of day when activities/tasks are harder/easier? 

e Are there activities/behaviours you do more since becoming 
depressed/anxious? 


The Problem List 


Once the different domains related to the patient’s current problems have 
been assessed, it is helpful to sum up the problems in a problem list. The 
problem list can be written during the first assessment, as homework for 
the patient or therapist between the first and second session, or at the start 
of the second session as a summary of the first meeting. As well as stating 
the problem as reported by the patient, it can be helpful if each problem 
statement includes the main domains (biology, situations, thoughts, etc.) 
affected. Problem statements should be defined in order to help to identify 
any signs of change. In particular, describing the impact of the problem 
on functioning and behaviour leads to problem statements that are more 
open to the measurement of change. For example, Elizabeth's problem list 
was as follows: 


e Periods of low mood three to six times per week lasting 2—4 hours, which 
lead me either to take to my bed or to start brooding over things. 

e Poor concentration on a daily basis which interferes with my ability to 
mix socially. 

e Excessive tiredness which makes me put off activities because everything 
is too much effort. 

e A tendency to like to ‘do things properly’ and difficulty achieving 
this at present, leading to avoidance of certain activities (e.g. embroi- 
dery). 
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e Worry about what other people think of me, which means I have difficulty 
saying no to others and always put other people first. 

e A difficult relationship with my mother, who is very critical of me and 
always gets her own way, leaving me feeling guilty and depressed. 


For some patients, the problem list established at the outset of therapy is 
not comprehensive. Some patients may initially deny problems of which 
they are aware, such as marital conflict. Some patients do not see that some 
aspects of their lives could be problematic (e.g. helping everybody all the 
time) and may not be aware of intrapersonal problems (e.g. taking respon- 
sibility for things). For example, it was described above that Julie perceived 
her problems entirely in terms of the life events that occurred frequently 
in her life. She was initially unable to see the role of her own tendency 
to take excessive responsibility in contributing to her low mood. In these 
circumstances, problem areas can be added to the list as they are identified 
later in therapy. It can be helpful to mention at assessment that it is not un- 
common for further problems to be identified as therapy progresses, as this 
can avert the interpretation that therapy is causing an increase rather than 
a decrease in the number of problems. For Julie, the issue of responsibility 
was not added to her problem list until Session 5, after a series of further 
life events provided the therapist with the opportunity to formulate links 
between a variety of life events and her low mood. Julie responded well 
to this and productive work ensued on trying to modify this intrapersonal 
problem area. 


ASSESSING THE DEVELOPMENT OF THE DISORDER 
AND CONTRIBUTORY FACTORS 


In formulating the development and onset of depression and factors con- 
tributing to it, three areas should be considered: 


1. History of the disorder 
2. Social and environmental factors in childhood and adolescence 
3. Personal and family beliefs and rules. 


Again, some information about these areas can be gathered at initial as- 
sessment, but will usually need to be supplemented as therapy progresses. 


History of the Disorder 


Theaim here is to try to develop a picture of the course of the disorder across 
the patient’s lifetime. The therapist establishes when the patient first expe- 
rienced an episode of depression and then gets an indication of the severity 
and duration of subsequent episodes. The clinician gathers details of the 
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onset, severity and duration of each episode and assesses the extent of the 
recovery the patient has made in between episodes of depression. Where 
a patient has experienced numerous episodes of varying severity, it can be 
helpful to establish some markers of significant episodes, such as seeking 
help, taking medication or taking time off work. The extent of recovery fol- 
lowing each episode is gauged from the patient’s subjective reports of their 
symptoms and functioning and indicators such as coming off medication 
or resuming activities and responsibilities. As well as providing informa- 
tion on the details of the patient’s history, the nature of responses can also 
shed further light on their current processing of emotional material. Some 
patients become anxious or irritable in response to questions about their 
past experiences of depression. Others respond in vague or general terms, 
and find it difficult to give the details the therapist is requesting. It is usu- 
ally inadvisable to push the patient for precise details, and any areas of 
confusion can be returned to in future sessions if necessary. 


In chronic depression, two extremes are defined with some patients having 
never experienced significant depression prior to the current episode and 
others who have experienced countless previous episodes. Some patients’ 
claims never to have experienced a moment's depression before can seem 
almost unbelievable, but perhaps help to explain how depression for them 
is such a catastrophic and bewildering experience. For others, a history of 
many episodes is consistent with research data (Thornicroft & Sartorius, 
1993) that each recurrence tends to be of greater severity and duration than 
the previous episode. This is exactly what Marion described at assessment. 
She recounted a 25-year history of depression and was very clear that, 
although she made a full recovery from the first two episodes, following 
her third episode she never made a complete recovery. Indeed, she had 
been taking prescribed medication for the past 16 years and at assessment 
reported a number of persistent symptoms. Specific episodes of depression 
can be superimposed over different levels of recovery between episodes. 
Some patients report being symptom free, off medication and returning to 
their normal functioning following previous episodes. Others experience 
only a partial remission of symptoms following an episode and yet others 
report never having been free of depressive symptoms. For patients with 
likely dysthymic disorder in between episodes, it is helpful to try to estab- 
lish what constitutes their best level of functioning and for which periods 
this has been achieved. 


Obtaining details of each episode of depression also enables patient and 
clinician to identify triggers or common themes that may be associated with 
the onset of a depressive episode. For example, through discussion with 
Julie and Jean it became apparent that each of their episodes of depression 
was associated with the loss of an important relationship in their lives. In 
contrast, each of Dave’s episodes was associated with a perception of his 
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failing to exert adequate control over a given set of circumstances. On each 
occasion he attributed this to his sense of not being good enough to meet 
the demands of the job at hand. 


It is also useful to try to gain information regarding recovery from the 
patient’s different episodes of depression. This can be related to the differ- 
ent types of treatment the patient has received over the course of their ill- 
ness. Relevant treatments include not only prescribed medication but also 
hospital admissions (including whether the patient has ever been detained 
involuntarily), electroconvulsive therapy (ECT), psychological therapies 
and any alternative therapies the patient has utilised. It is useful to try 
to gain a sense of how helpful the patient has found any treatments they 
have received and how acceptable these are as interventions. For example, 
Marion had on one occasion been admitted to hospital on a section of the 
Mental Health Act and had during this admission received ECT. Although 
this had helped to alleviate her moribund state, it reinforced her perception 
that she had little control over her illness and its treatment. She had also 
talked to a lot of people about her depression over the years and nothing 
had ever made any lasting difference, so with regard to cognitive therapy 
Marion was sceptical. 


Questions for Assessing the Patient’s History of Depression 


e How old were you when you first experienced depressive symptoms? 

e What was going on in your life around that time? 

e How did the illness affect you at the time? 

e What treatment did you seek at the time? 

e Did you take prescribed medication? 

e Did you talk to a professional about your problems? 

e Were you admitted to hospital? 

e How long did that particular episode last? 

e Did you make a full recovery (i.e. symptom and medication free) from 
the episode? 

e How long did you remain well (symptom and medication free) before 
the next episode occurred? 


Social and Environmental Factors in Childhood 
and Adolescence 


The patient’s environment, experiences and relationships during child- 
hood and adolescence and their perceptions regarding these are often 


INITIAL ASSESSMENT AND FORMULATION 115 


crucial to understanding chronic depression. This part of the assessment 
focuses on getting information about traumatic experiences and adverse 
social circumstances in childhood and also on gaining a broader picture 
of childhood and adolescence from the patient’s perspective. In assess- 
ing these areas to develop a formulation, it is worth remembering that 
some of the information reported may be subject to the negative memory 
biases discussed earlier. With patients who report unhappy memories of 
childhood in the absence of overt trauma or deprivation, it is important to 
consider whether they have always viewed their childhood in such nega- 
tive terms or whether this has occurred since becoming depressed. Areas to 
be covered in this aspect of the assessment include: where the patient was 
raised; parents’ occupation; relationships with parents and other carers; 
how many siblings the patient has; the ages and position of each sibling in 
the family; any childhood illness and how this was dealt with in the family; 
illness of significant others in the patient's life; experiences of bereavement 
in childhood; where the patient was educated; hobbies and extracurricu- 
lar activities; truanting; friendships during childhood and adolescence; 
any unwanted sexual experiences; intimate and romantic relationships; 
unwanted pregnancies; and employment. 


Of obvious significance are experiences of abuse, whether sexual, physical 
or emotional, and neglect from parents, as well as significant losses or ill- 
nesses. The psychological impact of any kind of abuse will be influenced 
by its frequency, severity and duration and also by the degree to which the 
child experienced any rescue factors that offered protection. Any informa- 
tion on these aspects of any abuse that the patient suffered as a child will 
help the therapist in building a formulation. However, it is usually neither 
necessary nor desirable to go into extensive details of abuse at the assess- 
ment stage. Some patients are reluctant to discuss these issues at all, and 
this should be respected. For example, Catherine clearly became upset and 
anxious at the prospect of discussing anything to do with her childhood, 
which she was very reluctant to do. The way in which she was adamant 
that there were things that she did not want to talk about suggested to the 
therapist the possibility of some sort of abuse. This fitted with information 
available from her medical notes that commented on the unhappy and 
violent relationship between her parents. Only much later in therapy did 
she confirm that she had suffered some physical abuse herself, but that her 
frequently bearing witness to violence between her parents had affected her 
more deeply. Some patients are reluctant to present their parents or carers 
in a negative light, and in such cases it can be important actively to inquire 
about evidence of neglect or criticism. When this is actively raised, many 
patients describe being excessively criticised or punished for the slightest 
misdemeanours. Their reluctance to discuss such negative experiences can 
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often make sense, as such patients may well also have been punished for 
complaining. Experiences of relationships with siblings and peers should 
also be explicitly considered, as relevant experiences may not be sponta- 
neously reported. 


As well as gathering information regarding negative experiences, infor- 
mation regarding positive or rescue factors can also help to guide the 
formulation. Particular events or specific individuals can act as buffers 
against noxious aspects of the patient’s childhood environment. Elizabeth, 
whose childhood environment was very strict, provided an example of 
this. From an early age, she was forbidden to play outside with other chil- 
dren. However, once a month she visited her paternal grandmother who 
believed it was unfair that Elizabeth was not allowed to play with others. 
Therefore, unbeknown to her mother, her grandmother actively encour- 
aged her to make friends with the neighbour’s children. Elizabeth had 
many happy memories of these playtimes and reported how the kindness 
of her grandmother was in large contrast to the attitude of her mother 
whom she described as ‘strict’ and ‘critical’. 


The degree to which a patient is able to discuss this type of information 
is highly variable. It is helpful to warn the patient that you may ask some 
probing questions and give them permission to stop at any time or to dec- 
line to answer certain questions should they wish to do so. Some patients 
are eager to discuss their background in great detail, and the clinician’s job 
at assessment is gently to guide the patient to cover the different aspects 


Questions to Elicit Information about Social and Environmental Factors 
in Childhood and Adolescence 


e Where were you born and brought up as a child? 

e How many brothers and sisters do you have? 

e How would you describe your childhood? 

e What do/did your parents do for a living? 

e What sort of person is your mother/father? How did you get on with 
her/him? 

e Did you suffer from any serious illness as a child? 

e Did you suffer from any abuse or traumas as a child? 

e Did you lose any people that were very close to you? 

e Where did you go to primary/secondary school? 

e What was school like for you? Were you bullied or beaten up? 

e Did you ever have any unwanted sexual experiences as a child or 
adolescent? 
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of their history in the available time. Once this type of information has 
been gathered, it can be useful to ask the patient to reflect on how they 
found discussing their childhood and if they can make any links between 
childhood experiences, their view of themselves and their current prob- 
lems. Some patients respond positively to the suggestion that treatment 
could help them to understand the relationship between childhood expe- 
riences, how these may have shaped their view of themselves and current 
problems. They engage collaboratively at an early stage in developing a 
formulation of their problems. Other patients are unclear how events from 
childhood could influence their life now. 


Personal and Family Beliefs and Rules 


Young (1990) has observed that underlying beliefs are rarely formed in 
response to single traumatic events, but more often arise in the context of 
an ‘ongoing noxious environment’. In the childhood experiences of patients 
with chronic depression, the environment often does not seem to have been 
noxious in an explicit or overt way, nor inherently negative. The culture 
of the family and community in which patients grew up can exert pow- 
erful influences over the formation of beliefs and attitudes. Considering 
such influences can therefore be important in developing the formulation 
in persistent depression. The aim of this part of assessment is to try to gain 
information on the cultural beliefs and rules that provided the context for 
the formation of the patient’s view of themselves and the world. Because 
these influences are more subtle than those of overt trauma, patients often 
experience difficulty in making links between aspects of their childhood 
environment and depression. Areas to be covered in this aspect of assess- 
ment include: quality of relationships with parents, siblings, grandparents 
and members of the extended family; religious affiliation; family rules or 
mottoes; how children were disciplined at home and by whom; how emo- 
tions (pleasant and unpleasant) were shown and dealt with at home; how 
the patient was treated if they were ill; the ‘ethos’ of education including 
the academic, social and disciplinary aspects of school; and attitudes to 
academic and sporting achievements. 


Family systems exert a great deal of influence over an individual’s view 
of themselves, other people and the world. Families tend to have shared 
value systems and often inculcate a sense of what is right and proper 
behaviour. As described above, Elizabeth’s experience was of a strict envi- 
ronment where appearances were emphasised over affection and duty over 
enjoyment. Elizabeth was well aware of the impact her mother’s high stan- 
dards exerted over her life. She described how her mother had taught her 
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to write with an inkpen with no blots or mistakes. If this was not achieved, 
her mother would not only be critical but would insist that Elizabeth start 
again. A family rule was ‘If you can’t do something properly there is no 
point in doing it at all’. Many patients describe home environments where 
there was an emphasis on working hard or doing what was ‘right and fair’. 
Family rules such as ‘If you work hard you will be rewarded’ or ‘If you are 
fair and honest with others, they will be fair and honest in return’ encour- 
age the individual to perceive others’ needs as being more important than 
their own. 


In addition to family values about standards, attitudes to emotions in 
the family can be extremely important. They can have a powerful role 
in the development of beliefs about emotional control, which can be cen- 
tral to the formulation of persistent depression. Particularly in cultures 
where material hardship or traumas such as war have been commonplace, 
families may have little time or sympathy for emotional upsets. Patients 
may recall oft-repeated sayings such as ‘What doesn’t kill you makes you 
stronger’. These attitudes are often presented in a positive light by patients, 
and it is not uncommon for patients with persistent depression to describe 
their childhood as happy and normal. It is important to bear in mind that 
this may be accurate and take this at face value unless evidence comes 
to light to support an alternative view. In some cases, having been pro- 
tected from distress as a child may have left the person ill prepared for 
coping with it in adult life. For example, Margaret, a successful woman 
in her family and business, became depressed following the death of her 
father. She described a happy life up until that point, and it emerged in the 
assessment that she had been protected from upsetting events through- 
out her life. Whenever Margaret encountered a distressing event in her 
life, her father had automatically sorted it out for her. Certain patterns of 
apparently happy developmental experiences would appear to lead to the 
development of patients’ self-perceptions as being competent, capable and 
in control, which can be shattered by subsequent incidents in adult life. 


As well as values expressed within the family, it is also important to pay 
attention to other institutions within the community that exert an influ- 
ence over individuals’ views of themselves and the world. This includes 
factors such as school and the culture that predominates within it. The 
therapist should ascertain the type of school the patient attended: state 
or public, single sex or co-educational, whether it had a religious affil- 
iation, and the emphasis on academic achievement. The patient’s view 
of themselves in relation to their teachers and peers can usefully be dis- 
cussed. This area was important for Dave who was born and raised in 
a working-class family in a small village. He was successful in passing 
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the 11+ exam and obtained a place at a local grammar school. Dave recalled 
feeling inferior throughout his time at the school and perceived the ethos 
of the school as one of segregation between working-class boys who had 
won scholarships to the school and those whose parents could afford to 
pay to send their children. He felt looked down on by some teachers and 
pupils due to the way he spoke and the fact he could not join in extracur- 
ricular activities because his parents could not afford for him to do so. He 
saw his experiences at school as being central to his sense of not being 
good enough and his constant efforts to prove himself. Cultural attitudes 
can shape individuals’ attitudes, even when individuals try to resist their 
influence. For example, Graham was raised in a Church of England home 
and attended a Church of England school and church. As an adolescent he 
had rebelled against his family and rejected his religious upbringing. How- 
ever, the value system inherent to his upbringing still resulted in a strong 
sense of duty to help others more needy than himself. He also related his 
rule that he must strive to be perfect to a biblical teaching he recalled from 
school that as humans we are all imperfect and unworthy in the sight of 
God. 


Questions to Elicit Personal and Family Beliefs and Rules 


e What type of environment were you raised in? 

e What values did your parents emphasise in your childhood? 

e How was affection shown in your family? 

¢ How did mother/father/siblings respond when you showed your feel- 
ings? 

e Who disciplined you as a child? 

e What did the discipline consist of? 

e How were arguments dealt with during childhood? 

e If you were ill as a child, how was this dealt with? 

e When a death occurred in the family, how was this handled in the 
family? 

e Were you raised within a particular religion? 

e How has your religious upbringing shaped your view of the world? 

e What was primary/secondary school like as a child? 

e What values did your school emphasise? 

e What were your relationships with teachers like at school? 

e What aspects of school did you enjoy/dislike? 

e What were your reasons for enjoying/disliking these aspects? 

e Was there anything you excelled at as a child? 
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ASSESSING THE PATIENT’S VIEW OF DEPRESSION 
AND ITS TREATMENT 


As discussed in Chapter 1, the ongoing experience of persistent depres- 
sion can lead patients to develop beliefs about depression itself. As these 
beliefs about depression will have been shaped by the patient’s more gen- 
eral beliefs, considering the patient’s view of depression can contribute 
to understanding their underlying beliefs. In formulating chronic depres- 
sion, it is important to consider how these beliefs about depression may 
feed into the key areas of low self-esteem, helplessness and hopelessness. 
Taking account of the patient’s model of depression is also essential in 
how the therapist attempts to engage the patient in cognitive therapy. As 
is discussed in detail in the next chapter, engaging the patient in therapy 
depends on their being able to allow for the possibility that the cognitive 
model could apply in their case. It is therefore important to assess the 
patient’s view of depression and its treatment. When assessing this, atten- 
tion needs to be given to: 


(1) attitudes to depression as an illness 
(2) attitudes to medication 
(3) attitudes to psychological therapies. 


Attitudes to Depression as an Illness 


Although rarely discussed in the context of psychiatric or psychological 
interventions, most patients have a personal theory or model regarding 
depression as an illness. A patient’s attributions regarding the cause of 
depression will influence the perceived controllability of the illness and 
the degree to which particular forms of treatment seem appropriate. An 
individual’s understanding of an illness will be to some extent shaped by 
ideas predominant in their culture, which in western society is the medical 
model. This model posits a biological/genetic basis to both physical and 
psychological illnesses. Perhaps the most commonly encountered belief 
about persistent depression is the one expressed by Peter at the begin- 
ning of treatment that ‘Depression is all biological’. As this belief indicated 
that there was little he could do to relieve his depression, it reinforced his 
helplessness. Moreover, Peter was very clear at assessment that he did not 
think a psychological treatment could be of any benefit in dealing with his 
difficulties (this is discussed in more detail below). 


Although great strides have been made in reducing the amount of 
social stigma attached to psychiatric illness, such stigma is still prevalent 
in many sectors of society. As many patients observe, it seems to be more 
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socially acceptable to have an illness such as cancer than to receive a diag- 
nosis of depression. The degree to which an individual feels stigmatised 
by depression can reinforce their low self-esteem. In addition, stigma can 
impact on the degree to which they accept that the diagnosis of depres- 
sion can be applied to them. Some patients thus seem to ‘do battle’ with the 
diagnosis of depression and the implications of this. For example, a number 
of patients presenting for treatment state that they are not suffering from 
depression and may refer to their problems as ‘stress’ or ‘exhaustion due 
to overwork’. One woman, Pauline, attended her first assessment session 
and declared at the outset that she hoped the therapist was not going to 
tell her she was depressed. She had seen three psychiatrists who had tried 
to tell her this and she had never returned to see any of them. It transpired 
that Pauline’s model of her illness was that she was experiencing a stress 
reaction due to overwork, which had persisted for the last seven years. 
Information gathered regarding Pauline’s family background emphasised 
achievement and success over all else and viewed psychiatric illness as 
shameful. This made sense of her insistence on not having a label such as 
depression applied to her. 


Another common belief that seems opposite to those described above is 
that depression is entirely psychological, so the patient holds themselves 
responsible for being able to control it. A patient, Tina, held this belief 
which was manifest in her attitude to relapses of her depression, for which 
she blamed herself for not ‘trying hard enough’. Whenever her illness 
had started to respond to antidepressant medication, she perceived this 
as the medication controlling her illness and not herself using her own 
resources. As a result she would stop taking medication as a ‘test’ of how 
much control she had over the depression, generally with poor results. 
Importantly, many such patients see depression as a sign of their own 


Questions to Elicit the Patient's Model of Depression 


e What is your understanding of depression as an illness? 

e What is your understanding of what causes depression generally? 

e How did you arrive at this conclusion? 

e Have you read anything about depression in books or magazines or 
watched a television programme? 

e What do you consider will be the most effective treatment for your 
illness? 

¢ Do you know anyone else who has experienced depression? What is 
your understanding of their illness? 
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personal or constitutional weakness. Such attitudes often emerge when 
assessing symptoms, as discussed above, and it can be helpful to explore 
gently the patient’s ideas about the depression to see if views of being weak 
or pathetic emerge. However, persistent probing regarding emotions will 
seem intrusive to such patients, who may see themselves as vulnerable, so 
these beliefs need to be explored with care. 


Attitudes to Medication 


In attempting to engage the patient in psychological treatment alongside 
the use of pharmacotherapy, it is important at assessment to consider the 
patient’s attitude to medication as an aspect of treatment. Exploring the 
patient’s view of antidepressant medication can provide additional infor- 
mation on the patient’s model of depression. It is important to clarify any 
reservations regarding the role of medication. For example, many patients 
believe antidepressant medication to be addictive, while others express 
concerns regarding potential side-effects. Such individuals often have con- 
ditional beliefs around the theme of control and may express concerns that 
tablets or their side-effects are controlling them rather than them control- 
ling the illness. 


It is important that the therapist explores the benefits as well as disad- 
vantages of medication. Some patients will insist that their antidepres- 
sant medication is of little benefit. While this may be true in a minority 
of cases, most patients do derive some benefit from a therapeutic dose 
of antidepressants. It is worth bearing in mind that the processing biases 
referred to previously may skew the patient’s perceptions. Careful elicita- 
tion of the severity of symptoms prior to the commencement of medica- 
tion in comparison to current severity can help both therapist and patient 
to recognise the benefits of using antidepressant medication in conjunc- 
tion with cognitive therapy. The successful identification of a small but 
significant reduction in symptom severity through taking medication can 
prove invaluable when it comes to socialising the patient to the cognitive 
model. 


The patient’s use of and attitudes to alternative therapies, including herbal 
remedies and acupuncture, are often relevant. There has been recent inte- 
rest in the use of St John’s Wort as a treatment for depression and some 
patients find this a more acceptable treatment than conventional 
antidepressant medication. It is therefore useful to try to make sense 
of the patient’s reasons for endorsing alternative treatments. For some 
individuals, herbal remedies may be seen to be attached to less stigma or 
fewer side-effects than taking antidepressant medication. For others, the 
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endorsement of a herbal remedy may reflect a lifestyle choice which seeks 
to eliminate the introduction of artificial chemicals to the body. 


Questions for Eliciting Patient’s Perceptions about Prescribed Medication 


e What medication are you taking at present? 

e What dosage are you taking? 

e How do you feel about taking medication? 

e How helpful do you find your medication in managing your illness? 

e What is your understanding as to how medication to treat depression 
works? 

e Do you have any concerns about taking the medication prescribed for 
you? 

e How often do you take your prescribed medication? 

e How many times (if at all) have you missed a dose in the last two 
weeks? 

e Can you describe any troublesome side effects of the medication you 
have been prescribed? 


Attitudes to Psychological Therapy 


Eliciting the patient’s perceptions of psychological therapy is important 
at the beginning of treatment. Assessing attitudes to therapy provides a 
bridge between assessment and subsequently explaining the rationale for 
cognitive therapy. This is an important step in engaging the patient in cog- 
nitive therapy and is described in the following chapter. It is useful to assess 
the extent to which the patient believes that therapy can be helpful to them 
and their reasons for this. A high proportion of patients express pessimism 
regarding the usefulness of a talking therapy as a means of tackling their 
problems. The generalised hopelessness characteristic of chronic depres- 
sion undoubtedly reduces patients’ optimism regarding any treatment. 
The formulation should consider the extent to which such hopelessness 
is reinforced by the past failure of the depression to respond fully to often 
numerous treatment regimes. With successive treatment failures, the opti- 
mism of patients is ground further and further down until they learn not 
to raise their hopes too high because each disappointment is more difficult 
to bear. 


For example, Marion's expectations of therapy represented an extreme, 
even among patients with chronic depression. At her first assessment, 
Marion cited a 25-year history of depression. Charting her journey through 
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the psychiatric system provided a historical account of the treatment of de- 
pression across three decades. Marion had received myriad interventions, 
including five admissions to psychiatric wards, ECT, several of each class 
of antidepressant medication, lithium, mood stabilisers, counselling, psy- 
chodynamic psychotherapy, social work support, art therapy, occupational 
therapy and input from five different community psychiatric nurses. When 
the therapist asked Marion how helpful she thought cognitive therapy 
would be, she sighed and simply shrugged her shoulders saying ‘It may 
help for a while but nothing lasts’. She expressed particular sadness that 
good relationships she had formed with a number of health workers had 
all ended either because of a lack of improvement in her illness or be- 
cause a transient improvement led to discharge from the services. Her 
experience suggested to her that no intervention would provide enduring 
improvement and that even if she formed a good relationship with her 
therapist, she would then lose it. 


Attitudes about therapy may stem from the patient’s model about depres- 
sion as well as from general hopelessness about treatment. As noted above, 
the view that depression is ‘all biological’ is a common factor that limits the 
perceived appropriateness of psychological treatment. For example, Peter 
informed the therapist at assessment that cognitive therapy would not be 
of any benefit to him. It became apparent that Peter saw talking about 
problems as a wholly inadequate solution to his difficulties. He cited the 
fact that not only had his illness persisted for seven years but that he was 
taking three different types of medication for his depression, which must 
be an indication of the severity of his illness. He endorsed a biological 
explanation of depression, which had been explained to him both by his 
General Practitioner and his Consultant Psychiatrist as a ‘chemical imbal- 
ance in his brain’. On enquiring as to whether Peter had any information 
regarding psychological interventions, he said his wife had given him some 
articles about depression from a woman’s magazine and these had men- 
tioned psychology. He concluded that, as the articles were in a women’s 
magazine and all the case examples were women, then not only must he 
have a woman’s illness (a source of deep shame to him) but the treatments 
endorsed (talking therapies) must be aimed at women. Thus Peter did not 
hold talking about his problems (something women do) in high regard as 
a possible solution. 


As well as assessing patients’ expectations about the effectiveness of 
therapy, it is important to elicit patients’ views about how therapy might 
work. A view commonly expressed by patients is that psychological 
therapies are based simply on talking things over, particularly upsets from 
childhood. Some patients report that they have tried this, either through 
previous therapy or informally, and still remain depressed. Other patients 
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recoil from the idea of contemplating past upsets as ‘self-indulgent’. Their 
view of the mechanism of therapy may contribute to their pessimism 
and, if not addressed, could lead to difficulties in engaging in cognitive 
therapy. 


Some patients talk about therapy as something that will be ‘done to’ them 
by an expert. They assume that there are good reasons for what this expert 
is doing, but do not presume to know what these reasons are or to have an 
active role in the therapy. They are happy to attend as long as the expert 
believes it to be worthwhile, but see anything they might do as irrele- 
vant to the process. This kind of attitude reflects helplessness more than 
hopelessness, as the patient maintains some faith that someone else may 
do something that will alleviate their problems. Past experiences can con- 
tribute to patients’ views about how therapy might work, particularly in 
patients who have been involved in various different forms of psycholog- 
ical treatment. On assessment, Paul described a 10-year history of depres- 
sion during which time he had spent two years ina therapeutic community 
and had undergone further extended analytic therapies. It was particularly 
hard to gauge the effectiveness of these due to the waxing and waning of 
his symptoms over the extended treatment periods. Paul described the 
therapies as ‘enormously helpful’, although he was not sure whether they 
had resulted in any improvement in his depression. He was very positive 
about his previous therapists, describing one in particular as ‘wonderful’. 
He believed that the therapy had helped him to understand himself, but 
was unable to describe any particular understandings or insights. When 
asked whether he thought cognitive therapy would be of any benefit to 
him, he responded, ‘Well, you would know that better than me’. His help- 
lessness and passivity with regard to the process of psychological treatment 
was clearly an important issue to be addressed in an active treatment like 
cognitive therapy. 


Questions for Eliciting Patient's Perceptions of Psychological Therapy 


e Have you tried any talking therapies in the past? 

e How helpful/unhelpful was your previous therapy? 

e What changes did you make as a result of previous therapy? 

e How optimistic are you that cognitive therapy could help in the man- 
agement of your depression? 

e How do you think cognitive therapy could be of help to you? 

e What is your understanding of cognitive therapy as a treatment for 
depression? 

e Do you have any concerns/reservations regarding cognitive therapy? 
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FITTING THE PIECES TOGETHER 


Covering the areas described so far enables an assessment of the extent to 
which the various factors might contribute to the formulation and of how 
each factor might influence key cognitions. Having covered these different 
areas, it is then important for the therapist to integrate the information 
gained about these different areas into an overall formulation. This ‘big 
picture’ can help in understanding how the individual factors that con- 
tribute to the depression relate to each other. This resulting formulation 
is important in planning the overall treatment strategy, in implementing 
particular treatment techniques and in anticipating problems that might 
arise in therapy. 


There are two main aspects to the overall formulation. First, the therapist 
identifies the links between the different aspects of the patient’s current 
difficulties. The reciprocal relationships between situational, biological, 
emotional, cognitive and behavioural factors are established. This enables 
identification of the vicious circles currently involved in maintaining the 
depression, and of the role of cognitions and behaviours in those circles. 
These hypotheses on the vicious circles maintaining the depression for 
that individual patient can be used in ‘selling the cognitive model’ to the 
patient (see next chapter). They are also helpful in suggesting the strate- 
gies that might be most immediately beneficial in achieving some degree 
of improvement in symptoms. Secondly, the therapist attempts to develop 
a longitudinal formulation of the factors that have led the patient to be 
vulnerable to the persistence of depression and of how those factors have 
been triggered and reinforced over time. This involves constructing pre- 
liminary hypotheses as to the nature of the patient’s underlying beliefs 
and assumptions. It is rarely possible to gain a firm idea of these beliefs 
just from information gathered at initial assessment. However, as these 
beliefs are presumed to lie at the heart of various other aspects of the 
problems, considering potential links between overt aspects of the com- 
plaints and history usually gives some clue as to the likely nature of the 
beliefs. 


This process involves identifying potential themes and congruencies be- 
tween a number of factors: 


e the patient’s attitude to their depressive symptoms 

* overt negative thoughts identified at assessment 

e the nature of things that are avoided and the style of avoidance 

e the type of events or situations that trigger depression 

e the kind of upbringing described 

e the nature of any abuse or trauma experienced during development. 
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Below are two clinical examples of how information gathered during as- 
sessment informs the initial formulation that guides therapy in its early 
stages. These examples also illustrate how this initial formulation needs to 
be developed further throughout the course of treatment as new informa- 
tion is gathered. 


Peter 


The main problems identified in Peter’s problem list at the outset of therapy 
were: 


e poor sleep, reduced concentration and excessive tiredness 

e feelings of shame regarding fact I have become depressed 

e loss of purpose and meaning in daily life now I have no work 

e avoidance of social activities in case I meet work colleagues 

e unpleasant memories of events at work that pop into my mind ona daily 
basis and make me feel guilty and angry. 


A number of aspects of Peter’s presentation at assessment have been de- 
scribed above. From Peter’s perspective, the main problem was that he 
had lost his job and, even if he were to recover from his illness, in his fifties 
in an area of high unemployment the prospects of further work at the 
same salary were slim. He believed that if he could return to work all his 
problems would be solved—a cherished but unrealistic ideal. He tended 
to blame himself for not having handled the circumstances leading up to 
the loss of his job better. He tried hard not to think about these events, but 
was subject to frequent intrusive memories and thoughts about them. He 
interpreted both these memories and the upset they caused as signs that he 
was not in control of himself as he should be. This was a view that he also 
applied to other biological symptoms, such as tremor and loss of libido. 
He tried hard not to let others see his upset or other symptoms, either by 
trying to exert self-control or by avoiding social situations. In discussing 
his emotions, he did admit to a sense of shame about being depressed. 
However, he strongly endorsed a biological view of depression, which 
had been reinforced by his doctors over the years since the onset of his 
depression. In discussing his upbringing, he denied any trauma and pre- 
sented a view of his childhood as happy. He stressed how his parents had 
always been fair in any discipline and how they had been poor but hard- 
working. 


From the information gained at assessment about his symptoms, problems 
and his attitudes to them, the therapist hypothesised certain psychological 
mechanisms as being important in the onset and maintenance of Peter’s 
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illness. Specifically these were: 


e A perceived loss of control over events at work. This had resulted in a loss of 
his sense of worth, which he defined in terms of work and the respect and 
status that work conferred. Prior to the changes that occurred at work 
and the onset of his illness, Peter’s view of himself was as capable and 
master of his own domain. 

e His view that becoming depressed was a sign of weakness. He viewed the 
persistence of his illness despite his ongoing attempts to try and ‘beat it’ 
(once more highlighting the theme of control) as further evidence of his 
weakness. This further undermined his self-esteem. 

e His sense of shame at becoming depressed. Although Peter admitted to feeling 
ashamed, the concomitant sense of weakness that was hypothesised was 
not readily articulated by him. Rather, he expressed a strong view that 
depression was biological in origin, probably as a strategy for ‘saving 
face’. 


Because of Peter’s sense of shame at becoming depressed and the doubts 
that he expressed about cognitive therapy, a degree of caution was 
employed about sharing this formulation. The therapist was concerned 
that being too explicit with Peter regarding his perceptions of weakness 
may lead him to disengage from treatment. Therefore the initial formu- 
lation shared with Peter was presented very tentatively. On the basis 
that Peter saw himself as weak and having no control over his illness, 
it was important that the therapeutic style did not engender in Peter a 
sense of having his weakness pointed out to him or being out-smarted by 
his therapist. After two assessment sessions, the initial formulation was 
introduced in terms of the practical losses that he was confronted with. 
The meaning of these in terms of additional personal losses were then 
discussed. 


Practical losses I have suffered as a result of becoming depressed: 


e loss of job 

e loss of ability to be active like I used to be 
e financial losses 

e loss of retirement plan. 


Personal losses I have suffered since becoming depressed and losing my job: 


e loss of sense of security 

e loss of role in life 

e loss of purpose and meaning in life 

e loss of status 

e loss of respect for self and in eyes of others. 
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When these losses were written down and discussed with Peter, he could 
identify strongly with the idea that his external losses had also triggered 
certain internal changes and losses. 


At the beginning of the following session, Peter told the therapist he had 
been doing a lot of thinking over the week and had concluded that his 
biggest problem was how ashamed he felt about becoming depressed. The 
therapist asked what was shameful about becoming depressed, to which 
Peter replied tearfully, looking at the floor, that he saw it asa weakness. The 
therapist discussed with Peter the fact that this was a common view held 
by people who became depressed, particularly among men. Importantly, 
this helped to confirm the therapist’s initial hypotheses and presented an 
opportunity to discuss the formulation more fully. This formulation was 
elaborated throughout the course of therapy in discussion of his beliefs 
and their relation to his upbringing. 


A number of important conditional beliefs were hypothesised and were 
subsequently endorsed by Peter: 


e If you are not in control, it is a sign of weakness. The theme of control was 
central to the onset and maintenance of his illness and was formulated 
as a conditional belief. Peter perceived that he had not taken control of 
circumstances in a climate of change at work. As a result, he saw it as his 
fault that others had lost their jobs. He also saw it as his fault that he had 
then become depressed and failed to control his illness. 

e If you show your emotions, you will be ridiculed and humiliated. This belief 
to a large extent reflected a cultural norm. The environment in which he 
was raised endorsed men not showing any vulnerability i.e. being seen 
to be emotionally strong and not showing their feelings. Outbursts of 
emotion would be likely to result in criticism and ridicule and thus entail 
a loss of respect and social status. 

e If you work hard, you will be rewarded. Peter saw working hard as a virtue 
in itself that also conferred a sense of self-worth. Hence his self-esteem 
was predicated on his work. This belief was a contributory factor in the 
onset of his depression, as he had always believed that as long as he 
worked hard he would get both material rewards and respect in the eyes 
of others. He had found it impossible to adjust to changes in the work 
place that he couldn’t control, and this belief accounted for his feelings of 
anger and sense of injustice at what occurred. This work ethic had been 
a strong factor in his upbringing and also represented a cultural norm in 
the area where he lived. It had been reinforced as Peter ‘bettered himself’ 
through his hard work from his humble origins in a poor working-class 
family. 


130 COGNITIVE THERAPY FOR PERSISTENT DEPRESSION 


Formulating his unconditional beliefs presented more of a dilemma for 
the therapist. Since he had become depressed, he seemed to interpret 
much of what went on in his life in terms of his own weakness. In con- 
trast, throughout his life prior to his depression, he had viewed himself 
and been perceived by others as being strong, capable and in control of 
his life. This was reflected in his sporting success both as a child and an 
adult (for example, he was captain of the school football team both at pri- 
mary and secondary school, a source of pride in himself and respect from 
others). He also drew pride and self-worth from having worked continu- 
ously throughout his adult life in an area of high unemployment. Having 
worked himself to be in a position of leadership, he drew self-respect from 
others looking to him for help and guidance. Because his view of him- 
self had changed so drastically when he became depressed, neither his 
prior view of himself as capable nor his current view of himself as weak 
could be framed as a true unconditional or core belief. Rather than basing 
the formulation around a negative perception of self (i.e. failure) that had 
been confirmed by the changes that occurred at work and his subsequent 
depression, the formulation was based on a positive view of self as strong 
and capable. This view of himself had been shattered by an inability to 
control events at work and his subsequent depressive illness. His view 
of himself as weak related only to having become depressed, rather than 
representing a completely general view of himself. What distressed him 
was that, having become depressed, this undermined his certainty in his 
view of himself as strong (‘perhaps I was wrong about myself all these 
years’). 


Peter’s view of the world was also ambiguous. Prior to his depression, 
he had believed the world was a fair place. This was closely linked to his 
belief that if you worked hard you would be rewarded and very much 
reflected the value system within his family. Until the changes at work, 
Peter believed the world had always been fair to him and it had been fair 
because he had worked hard. Following his retirement on grounds of ill 
health and penalties on his pension, he saw his 25 years of service as not 
having been fairly rewarded. He felt angry and bitter at his circumstances 
and saw no means of recompense for this. 


The extremity (all or nothing nature) and rigidity with which Peter held 
his beliefs was formulated as an important contributor to the upheaval in 
Peter’s beliefs about himself and the world. The way in which Peter held 
his beliefs was thus seen as being fundamental to his vulnerability. This 
was reflected in his conviction that he should have been able to control 
events at work to prevent his staff being made redundant, and a difficulty 
accepting that in reality he had little, if any, control. This rigidity was also 
evident in relation to his belief ‘If you show emotions you will be ridiculed 
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and humiliated’. When asked ‘In what situations is it acceptable to show 
emotions?’, after much deliberation Peter said at the funeral of a child on 
the day of the funeral. Not only did he actively exclude crying after the 
funeral or at the death of an adult, he also ruled out displaying happiness 
on receipt of good news, crying at an emotive book or film and any overt 
displays of anger or excitement whether in public or private. All of these 
he deemed as evidence of weakness and a lack of appropriate control. He 
believed that such displays would be judged by others in a negative light, 
entailing a loss of respect and status. 


The beliefs hypothesised in the formulation were manifest in a number of 
ways in the presenting problems described by Peter. His beliefs about the 
importance of control accounted for his self-blaming automatic thoughts 
and feelings of guilt regarding the events at work. They also explained 
his constant attempts to control his symptoms and memories, and his in- 
terpretation of the difficulties in doing so as evidence of weakness. His 
belief that lack of emotional control would lead to humiliation accounted 
both for his complete social avoidance since becoming depressed and 
for his high levels of anxiety whenever he was in the company of oth- 
ers. Peter’s beliefs fed his marked cognitive avoidance, as shown in his 
effort to suppress distressing intrusive thoughts and memories, and be- 
havioural avoidance, as seen in his social avoidance and inactivity. These 
problems clearly reflected the themes of the chronic cognitive triad: his 
self-esteem had been shattered by the loss of control over his life and him- 
self; his inability to influence events or his depressive symptoms left him 
feeling helpless; and his hopelessness regarding his prospects for return- 
ing to work was reinforced by the failure of his depression to respond to 
treatment. 


Peter found the development of the formulation to be one of the most 
helpful aspects of therapy. It played a pivotal role in engaging him in 
interventions that were often difficult and distressing for him. Making 
sense of his experience helped him to engage in a psychological interven- 
tion despite his biological view of depression, as will be discussed further 
in the next chapter. 


Jean 


Jean’s initial problem list was sparse and general as follows: 


e Being attracted to men who treat me badly 

e Irritability on a daily basis, especially with the kids, which leads me to 
feel guilty 

e Disturbed sleep pattern. 
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By Session 7, her problem list had been refined with the following 
additions: 


e Seeing other people as more important than myself, which means I 
always put others’ needs first and I can get taken advantage of as a 
result 

e Seeing people as always letting me down, which leads to excessive self- 
reliance 

e Avoidance of letting people get close for fear of rejection. 


At assessment, Jean described her main problem as being attracted to men 
who in her words were ‘bastards’. She attributed her current problems to 
the decision of a kind man with whom she had developed a close rela- 
tionship not to enter into a long-term commitment with her. She described 
him as the only man who had ever treated her with respect, in contrast 
to her previous relationships with the two men who fathered her five 
children. Jean expressed difficulty in understanding how the end of this 
good relationship had precipitated her depression, when both her previ- 
ous relationships had been violent and emotionally abusive but at no point 
had she become depressed. When asked how she made sense of the end of 
this caring relationship, she replied in a resigned and matter of fact way ‘he 
just didn’t love me enough and he didn’t want to take on the kids—I can 
understand that—he could do a lot better than me’. This highlighted two 
themes of potential importance in terms of how she viewed herself: unlov- 
ability and seeing others as better than herself. This possibly accounted 
for her willingness to remain in relationships with men who were at best 
unsupportive and often abusive. As Jean put it, ‘This is my lot in life— 
decent men wouldn’t want to know me’. 


In comparison to her description of this problem, Jean tended to gloss 
over any other problems or symptoms. In response to questioning, she 
admitted that her mood was highly variable and that she had spells of 
quite intense guilt, irritability and anxiety. In addition, she described her- 
self as constantly tired and disinterested in doing anything unless she had 
to. Assessment suggested that she spent most of her time keeping busy 
and when able to do this reported little in the way of low mood or neg- 
ative automatic thoughts. However, if she was prevented from keeping 
active—such as on one occasion when she sprained her ankle and was 
forced to rest—her mood dropped dramatically. Jean could readily articu- 
late that keeping busy ‘stopped her thinking’, which she recognised was 
associated with a lowering of mood. This was suggestive of an avoidant 
coping style. When the issue of how she spent her time was examined 
further, Jean described how she was confidant and problem-solver to a 
number of friends, always made a tremendous effort for other people’s 
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birthdays and would offer help to anyone who asked for it. She did not see 
any problem in this. 


From the outset, it was clear to the therapist that what people thought 
about Jean really mattered to her. The therapist’s initial ideas on formu- 
lation therefore revolved around the themes of approval and subjugation. 
This was manifest in how she consistently put helping others above her 
own emotional and practical needs. This behaviour was formulated as 
being driven by a conditional belief ‘If you help others, they will like you’. 
This belief, operating alongside her endorsement of the importance of self- 
reliance, meant that none of her relationships were in fact reciprocal. She 
had no real experience of sharing mutual support or of people being there 
for her when she needed them. Assessment suggested that this may have 
stemmed back to her family of origin. 


In considering early experiences that may have influenced her beliefs, Jean 
described herself as ‘the black sheep of the family’. She recalled her mother 
as critical and emotionally absent. Her father had a physical disability and 
required a great deal of home care, which was provided by her mother. As 
a result, Jean and her siblings were left to look after themselves a good deal 
of the time. Indeed, Jean recalled looking after her younger siblings from 
the age of 8 onwards. In addition, Jean felt she had never really fitted in 
with the family and saw herself as something of an outsider. She saw this 
as a result of her mother singling her out for criticism of her lifestyle. Jean 
felt that whenever she had a problem and required support, her family 
told her it was of her own making and therefore ‘having made her bed, she 
should lie in it’. 


The themes identified in Jean’s account of her upbringing fitted well with 
some of the issues potentially contributing to her current situation. The 
importance of looking after other people’s needs (especially her father’s 
and younger siblings’) had been drummed into her. This was formulated 
as a belief that ‘Other peoples’ needs are more important than my own’. 
Meanwhile her own needs had at best been unsupported, which led her 
to develop a strong sense of self-reliance. This was taken to an unhelpful 
extreme, in that Jean often didn’t recognise when she needed to ask for help. 
When she did consider asking for help, she expected that it would not be 
forthcoming and experienced this as rejection, leading to extreme sadness 
and low mood. Her self-reliance seemed to be driven by a conditional 
belief ‘If you don’t rely on anyone, you won’t get hurt’. The therapist 
hypothesised that this, along with her view of the importance of other 
people’s needs, reflected deeper unconditional beliefs about herself and 
others. In particular, unconditional beliefs that ‘Tam unlovable’ and ‘People 
are unreliable’ were hypothesised. 
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This initial formulation regarding her beliefs was refined on the basis of 
her reactions to therapy as it progressed. Her apparent reluctance to focus 
on her problems or symptoms became more striking: often at the outset 
of a session she would present as bright and bubbly, but as she began to 
work on a particular problem during the session her mood would plum- 
met. This style was also reflected in how Jean approached early homework 
assignments. Few written examples of automatic thoughts ever materi- 
alised on a diary sheet, as Jean would state ‘I have been fine all week, 
there was nothing to write down’. However, talking through the inter- 
vening week in the session would often raise a number of situations 
where her mood had dropped and Jean would give out a stream of per- 
tinent automatic thoughts. When this pattern was drawn to Jean’s atten- 
tion several sessions into therapy, she said that it was important to ‘put 
on a front’. This front consisted of being ‘cheerful, bouncy and helpful 
to others’. When asked what the consequences would be if she did not 
put on this front, she stated ‘people wouldn’t like me and wouldn’t want 
anything to do with me’. This helped the formulation of a conditional 
belief: ‘If others knew what I was really like, they would reject me’. A 
poignant discussion of what Jean was really like revealed two central 
themes. Firstly, she saw herself as unlovable. Secondly, she was unlov- 
able because there was something intrinsically bad about her and, as a 
consequence, she did not deserve good things. In discussing ‘good things’, 
it transpired that for Jean the most painful area was relationships, as she 
believed that she did not deserve to be in a decent, mutual relationship. 
As therapy progressed, it was possible to see that her low moods were 
invariably triggered by disruptions or breakdowns in relationships. Jean’s 
perception that ‘people are unreliable’ was key to her reaction, especially 
as she attributed others’ treatment of her to her intrinsic unlovability/ 
badness. 


Jean’s unconditional beliefs that she was unlovable and that other peo- 
ple were unreliable explained her catastrophic reaction to the end of her 
first genuinely caring relationship. They also accounted for her avoid- 
ance of close relationships, due to the fear of rejection, and her ten- 
dency to stay in abusive relationships, as she believed they were what 
she deserved. Her continuous and exhausting activity level was driven 
by two factors: avoidance of unpleasant thoughts and her belief about 
the importance of attending to other people’s needs. Jean did not recog- 
nise this overactivity as a problem but as a life-long helpful strategy for 
avoiding painful feelings. Jean’s friendly and upbeat way of interacting 
with the therapist while actively downplaying her problems was hypoth- 
esised as being a reflection of her need to hold others at arm’s length 
in order to prevent her true self from being discovered. For Jean, low 
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self-esteem was also manifest in her perpetually putting others first, her 
acceptance of abuse and her seeming inability to express her needs and 
have these met. That her beliefs gave her no choice over the overwhelm- 
ing demands on her fed her sense of helplessness, as did the apparent 
inevitability of abusive relationships. Because she attributed her prob- 
lems to her intrinsic character, she could see no possibility of having 
another satisfying relationship and so also had a strong sense of hope- 
lessness. 


This formulation is a good example of the interpersonal context in which 
much chronic depression has its origin. Interpersonal beliefs are usually 
formulated as beliefs about self-in-relation-to-others and beliefs about 
other people and relationships. The formulation usually describes how 
unconditional beliefs influence conditional beliefs that determine the 
strategies by which people conduct their relationships. The impact of this 
belief system on therapy and the therapeutic relationship needs to formu- 
lated. This helps in the anticipation of problems arising during therapy 
and enables the therapy relationship to be used in testing out beliefs. 
The therapy situation can thus be a useful starting point for construct- 
ing behavioural experiments aimed at modifying these important beliefs 
(see Safran & Segal, 1990). 


SUMMARY POINTS 


e The volume of information and the guardedness of some patients make 
it hard to conduct a complete assessment at the start of therapy. 

e Enquiring about each domain relevant to the patient’s current problems 
(symptoms, situations, emotions and behaviours) can yield important 
information about the patient’s thinking. 

e The therapist should be particularly alert to themes in the patient’s think- 
ing, to their thinking processes and reactions to discussing emotional 
material. 

e Discussing past episodes of depression (or lack thereof) can be useful in 
identifying common triggers for the depression and attitudes that may 
influence its persistence. 

e Information on relatively subtle aspects of the patient’s early experiences, 
such as family and cultural values and rules, can be important in formu- 
lating the patient’s underlying beliefs. 

e Assessing the patient’s beliefs about depression and its treatment is es- 
sential to subsequently presenting the cognitive model and engaging 
the patient in therapy. 
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e Assessment should provide sufficient information to construct a prelim- 
inary cognitive formulation: this should account for the patient’s current 
problems and their maintenance in terms of a system of possible under- 
lying beliefs. 

e Further information needs to be gathered throughout therapy and the 
formulation amended accordingly. 


Chapter 4 


INITIATING THERAPY: 
SOCIALISATION AND SETTING 
GOALS 


In this chapter, you will find suggestions on: 


e Foreseeing obstacles that might prevent patients with persistent de- 
pression engaging in cognitive therapy 

e Adapting presentation of the cognitive model to facilitate the engage- 
ment of patients with firm views on the nature of their depression 

e Illustrating the vicious circles that maintain depression 

e Discussing underlying beliefs early in therapy 

e Identifying targets that will combat the low self-esteem, helplessness 
and hopelessness of patients with persistent depression 

e Setting specific goals for treatment 


Before interventions aimed at modifying the patient’s problems can be 
undertaken, a number of important tasks need to be carried out: the 
engagement of the patient in therapy, their socialisation into the cognitive 
model guiding therapy and the setting of goals for therapeutic interven- 
tion. In acute depression, it is usually possible to convey an understanding 
of the therapy within the first couple of sessions, over the course of which 
the patient quite naturally becomes engaged in the process of therapy. As 
a result of the difficulties we have outlined, in chronic depression these 
processes take somewhat longer and require more detailed consideration. 
In this chapter, we consider some factors that require particular atten- 
tion in the engagement and socialisation of chronically depressed patients 
into therapy. We then discuss the importance of setting goals in cognitive 
therapy and describe the process of setting goals with patients with per- 
sistent depression. We consider how appropriate goals can target the low 
self-esteem, helplessness and hopelessness that are central in persistent 
depression. 
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PRESENTING THE RATIONALE FOR TREATMENT 


A standard feature of all cognitive therapy is explicitly sharing with the 
patient a cogent treatment rationale. The aim of this is to help patients to 
consider the possible role that their thoughts and thought processes have 
in maintaining their problems. Socialisation into the cognitive model is ac- 
complished through discussing the distinctions between thoughts, feelings 
and other domains of the model and outlining the way that these domains 
may feed into each other. It is important that the application of these ideas 
to a patient’s problems is then illustrated with reference to specific ex- 
amples from the patient’s own experience. This socialisation process also 
provides an important example of the collaboration and guided discovery 
essential to the style of therapy. 


Patients with chronic depression tend to express considerable hopeless- 
ness and helplessness, and this affects their attitude to starting cognitive 
therapy. It is ‘par for the course’ that the therapist will not be working 
with a highly motivated individual brimming with enthusiasm for the 
therapy. A number of the other factors we have described in Chapters 1 
and 3 also work against the patient readily accepting the cognitive model. 
Patients may have pre-existing strongly held views about the cause of their 
depression that conflict with the cognitive model or they may suppress 
the thoughts and feelings essential to seeing the validity of the model. 
Working with chronic depression, the therapist needs to be particularly 
active in addressing these barriers to engaging the patient in treatment. 
Care needs to be taken to present the cognitive model in a way that the 
patient can see may be relevant to their individual problems and goes 
some way to accounting for the difficulties the patient is facing. During 
this process, it is important that the therapist does not try to per- 
suade the patient that cognitive therapy will help, but rather acknowl- 
edges their scepticism and encourages them to test the validity of the 
model. 


Engendering in the patient a sense of hope, however small, that the therapy 
may be of some help will foster engagement in the therapy. Therefore, an 
initial attempt to present the cognitive model and discuss its relevance 
with the patient is usually undertaken by the end of the first session. 
Initiating the socialisation process with the patient generally requires at 
least 15-20 minutes. There is often a danger of reaching the end of the 
first assessment session with insufficient time to implement this important 
intervention. It is usually preferable to postpone some areas of the assess- 
ment so thata start can be made in presenting the cognitive model at the first 
session. 
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THE VICIOUS CIRCLE MODEL 


In the cognitive model, the vicious circle is viewed as an important mech- 
anism contributing to the maintenance of current problems. An important 
goal of cognitive therapy is to improve mood and functioning by slowing 
or breaking the vicious circle. Thus the basis of socialisation to the cognitive 
model is to work with the patient to construct an idea of how just such a 
vicious circle relates to their problems. In standard therapy with acute de- 
pression, this is usually addressed with reference to negative thoughts and 
low mood, and the interrelationship between them. Patients often readily 
endorse the idea that their thinking becomes more negative as their mood 
becomes lower, and that this then makes them feel even worse, and so 
on. However, as discussed on page 120, chronically depressed patients 
often have their own explanations for their persistent depressive symp- 
toms. These may be ideas that the symptoms are all biological in origin, 
reflect some constitutional defect or result entirely from situational fac- 
tors. Attempting to explain depression simply in terms of a vicious circle 
of thoughts and feelings may conflict with the patient’s existing ideas. 
Patients who are certain that they have serious biological malfunctions 
or are beset by numerous social difficulties can react with outrage to any 
apparent suggestion that the problems are all ‘just the way they are think- 
ing’. When patients have had problems for years and see them as part 
of their make-up, they may scoff at the idea that changing their thinking 
will be effective or even possible. Clearly, evoking these reactions risks 
seriously hindering the patient’s engagement in the therapy. 


When working with chronic depression, it is therefore preferable to present 
the cognitive model in broader terms. Using Padesky and Mooney’s (1990) 
generic maintenance model (see Figure 4.1) allows the interrelationships 
between environment, biology/physiology, thoughts, emotions, and beha- 
viour to be considered. Although this model is undoubtedly more com- 
plicated than just considering thoughts and feelings, there are distinct 
advantages. To ensure that this more complicated model is understood 
by the patient, it is important that the therapist allows adequate time for 
discussion and uses both verbal and written methods of presentation. 


Encompassing the Patient’s Model 


The aim is to socialise the patient to the model in such a way that the 
treatment rationale given encompasses rather than conflicts with their 
current model of depression. Thus the clinician needs the flexibility to 
emphasise differing aspects of the treatment rationale (using medication, 
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Figure 4.1 The cognitive model showing the vicious circle in persistent depres- 
sion. Reproduced from Padesky and Mooney, 1990, with permission of the Center 
for Cognitive Therapy 


modifying behaviour or unhelpful cognition etc.) according to the needs 
of the patient. For patients with many environmental stressors, the thera- 
pist can include the importance of these in contributing to depression. The 
therapist should thus acknowledge the social losses and difficulties that the 
patient has suffered, which can be considerable. Patients have frequently 
lost partners, friends, jobs, or homes and suffered increasing strife within 
relationships before or during their depression. Cognitive and emotional 
avoidance can make it hard for the therapist and potentially aversive to 
the patient to empathise fully at an emotional level with any major losses 
or setbacks. If this is the case, it is sufficient at this stage to engage the 
patient at an intellectual level with the idea that these factors are impor- 
tant. This can lead to the introduction of some consideration of the role of 
attributions and interpretations in influencing their effects. The role of cog- 
nitive factors can then be discussed within the patient’s existing model of 
depression. 


For patients who believe strongly that depression is a biological disor- 
der, the inclusion of biology as one of the elements is vital. This enables 
the therapist to start from an emphasis on persistent biological symp- 
toms and the role these may play in the maintenance of current distress. 
Moving within the model to consider thoughts about biological symp- 
toms can often be achieved without invalidating the patient’s model. The 
inclusion of biology as one of the elements also allows the therapist to 
account for the use of prescribed medication as a treatment intervention 
alongside cognitive therapy. Where patients perceive the benefits of med- 
ication to support a biological model, cognitive therapy is not sold as an 
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alternative to medication but as an additional intervention that may lead 
to further improvements in mood and functioning. Where patients per- 
ceive no tangible benefits of medication, the therapist can help them to 
make comparisons between symptom severity prior to the commence- 
ment of antidepressants and current symptom levels. Identifying any 
improvements, however slight, can help to illustrate the potential role of 
negative thinking and serve in engaging patients in the cognitive therapy 
rationale. 


In Chapter 3 (page 124), the example was given of Peter, who stated during 
his first assessment that his problems were biological in nature and there- 
fore he did not think cognitive therapy would be of any benefit. Trying 
to persuade Peter that this was not the case would be likely to result in 
a polarised position between therapist and patient. Instead the therapist 
tried to place Peter’s beliefs about biological factors in depression within 
the above model in order to allow for other influences as well. The thera- 
pist first agreed with Peter that, given what his psychiatrist and others 
had told him, biology was very important in the origin of his depression. 
The therapist then asked Peter what had made him come to the therapy 
session, to which the reply was that his psychiatrist had recommended cog- 
nitive therapy. The therapist summarised that, although Peter did not think 
that cognitive therapy would help, his faith in his psychiatrist’s recommen- 
dation put him in two minds. Peter then agreed to the therapist’s suggestion 
to discuss what cognitive therapy involves in order to see whether it might 
be of any relevance. 


The therapist described the model illustrated above, placing initial em- 
phasis on the biological components and biological interventions. When 
the therapist said that it sounded like the medication had been extremely 
helpful in improving the symptoms, Peter replied yes and no, that the 
symptoms tended to wax and wane. Further discussion identified that his 
symptoms tended to wax and wane in relation to life events, such as his 
mother dying and his granddaughter being born. Asking Peter how he 
made sense of this, he reflected that his mother’s death had made him 
dwell on his childhood and how happy he had been then. When he had 
looked at his state now by comparison, it had made him feel very depressed 
for a number of months. In contrast, he had cried with happiness when he 
first saw his new granddaughter, and the hopeful feelings this triggered 
had led to some symptomatic improvement in his depression. The thera- 
pist asked Peter how he made sense of this experience in relation to a 
biological explanation. To this Peter replied that he still thought the cause 
was biological. However, when asked ‘Is it possible that all these factors— 
biology, environment, thoughts, feelings and behaviour—together keep 
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the depression going?’, Peter replied ‘Yes, possibly’. The therapist then 
proposed an experiment to test out over the next few weeks the idea that 
the combination of these factors was keeping the depression going. The 
possibility was stressed that Peter could call it a day after that if he was 
still of a mind that cognitive therapy would not help. Peter readily agreed 
to this proposal. This agreement allowed patient and therapist to engage 
collaboratively in the initial stages of treatment and to develop a prelimi- 
nary formulation of his problems. 


Breaking Down the Problems 


Breaking depression down into five components (thoughts, emotion, 
behaviour, biology/physiology and environment) can help to combat 
the global, negative processing biases inherent in persistent depression. 
Patients have often come to identify themselves with their depression and 
to see depression as a permanent aspect of their constitution. Presenting the 
model in terms of these five components requires the patient to consider 
the distinctions between the different aspects of their depression. Making 
these distinctions can begin to weaken this tendency of patients to identify 
themselves completely with the depression. This can also constitute the 
first step towards enabling the patient to see thoughts as thoughts rather 
than as immutable facts about self, others, world and future. 


It is important to give consideration to which aspects of depression are 
placed in which domain of the vicious circle, as this can influence the clar- 
ity of the rationale underpinning socialisation. A problem standardly add- 
ressed during socialisation is the lack of distinction often made between 
thoughts and feelings. Patients and therapists often refer to thoughts as 
feelings. Patients commonly make statements such as ‘I feel a failure’ or 
‘I feel so useless’. For example, Julie described a problem of poor concen- 
tration that affected her to the extent that she found it difficult to focus 
on any task. She described her reaction to her concentration difficulties in 
terms such as ‘I feel stupid’, which compounded her low mood and led 
to her either not starting activities or giving up on them very quickly. In 
socialising her to the cognitive model, it was helpful to view ‘I feel stupid’ 
as a thought rather than an emotional state. In this example, the thought 
that poor concentration is indicative of stupidity (‘I am stupid’) resulted in 
a lowering of mood (emotion). Helping Julie to relabel these ‘feelings’ as 
thoughts enabled their role in lowering mood to be seen more clearly. Care 
also needs to be taken over how to categorise cognitive deficits, such as 
impaired concentration and memory. These symptoms could be placed in 
the domain of thoughts on the grounds that they are aspects of cognition. 
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However, in this case one of the goals of the therapist was to help the 
patient to make sense of the impact of impaired concentration and mem- 
ory on their mood. It was therefore important to elicit the patient's attribu- 
tions regarding these concentration and memory deficits. Viewing these as 
symptoms in the biology domain made it easier to elicit associated auto- 
matic thoughts and examine their impact on mood and behaviour. 


How the model is communicated to the patient is important. The cognitive 
deficits often present in chronic depression may mean that patients find it 
hard to remember what has been discussed. In addition, patients’ rigidly 
held views can result in subsequent distortion of any conclusions. It is 
advisable to work with the patients to draw out the vicious circle on a 
piece of paper, which can be given to them to take home. As discussed 
in Chapter 2, information regarding the model can be supplemented by 
providing the patients with a handout (see Appendix 2) and an audiotape 
of the session. Not only does a tape help the patients to remember what 
has been discussed, it also provides them with an opportunity to make 
further observations regarding the relevance of the cognitive model to 
their illness. For example, one patient repeatedly apologised throughout 
the first assessment session that she was ‘not explaining things well’ and 
‘not making sense’. Despite the therapist’s assurances that this was not 
the case the patient remained unconvinced. However, she listened to a 
tape of the session as part of her homework and at the next session she 
observed that she had indeed made sense. She then went on to relate this 
to the vicious circle discussed the previous week stating ‘I guess this is an 
example of my perceptions being biased’. 


ILLUSTRATING THE VICIOUS CIRCLE 


It is important that the model is not presented in purely generalised and 
abstract terms, as this may perpetuate the global and overgeneral process- 
ing of information characteristic of chronic depression. Once the elements 
of the model and relationships between them have been described in gen- 
eral, it is essential that they are illustrated using examples relevant to the 
patient’s experience. The standard examples used in cognitive therapy to 
share the model with the patient (e.g. you are lying in bed at night and 
you hear a loud noise) may be less useful in chronic depression. Using 
an example that is not tailored to the patient’s current problems gives 
the patient more opportunity to disengage from the socialisation process, 
claiming that the example in the metaphor is not relevant to their particu- 
lar circumstances. It is particularly important to identify specific examples 
from the patient’s recent experiences. 
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The therapist should work to identify a specific, recent example of a dis- 
tressing time as the basis for illustrating the model. On many occasions, 
the patient will spontaneously have recounted during assessment a specific 
low point that can be used as an example. With other patients, a suitable 
example may have to be elicited by identifying a recent occasion when the 
patient felt particularly low. When the patient has difficulty with this, it 
can help to probe for times when they were most bothered by one of their 
main concerns, whether this is a physical symptom (e.g. fatigue, pain or 
difficulty concentrating) or external problem (e.g. debts or disagreements 
with family). To illustrate the vicious circle, the therapist uses a series of 
linked questions to identify how each of the elements was affected at the 
specific time and how each factor affected the others in the circle. Some 
useful questions for eliciting an example and information related to the 
factors in the model are provided below. 


Socratic Questions to Elicit a Vicious Circle 


e Can you recall an occasion during the last week when you felt partic- 
ularly depressed/anxious/guilty? 

e Where were you at the time? What were you doing? Who were you 
with? 

e What happened that was so upsetting? 

e How did you feel in your body? Did you notice any bodily sensations 
at the time? 

e At what point in the situation did you feel most depressed/anxious/ 
guilty? 

¢ At the point where you felt most depressed/anxious/guilty what was 
going through your mind? 

e What was it about what happened that made you depressed/anxious/ 
guilty? 

e What did it say about you as a person? 

e What is the worst thing you can imagine happening? 

e How did you deal with the situation? 

e What did you do as a result? 


In many cases, gathering a specific, recent example in the course of the 
initial assessment is easier said than done. Some patients are so overgeneral 
or unforthcoming that it is impossible to gain sufficient detail regarding a 
current difficulty to use as an example. In these circumstances, the most 
powerful example for illustrating the model can be low mood or anxiety 
evoked in the session itself. If the patient is interpersonally sensitive, the 
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questioning style of cognitive therapy frequently elicits an anxious or even 
hostile response. This is usually a result of the patient’s perception that they 
don’t know the right answer to the questions or fear that they will make a 
mistake and look foolish. The patient’s view that the therapist is judging or 
criticising them can be related to their discomfort or anxiety in the session. 
This can provide a productive example of the model, because the emotional 
immediacy increases the personal relevance of the example. However, if 
the therapist were then to leave ambiguity about their actual view of the 
patient’s difficulties, this would be likely to be interpreted as endorsing 
the negative view and could weaken the therapeutic alliance. Therefore, 
the therapist should be as direct as possible in countering the patient’s 
perception that they have not reacted in the right way or have been judged 
as foolish. Rather than simply providing reassurance, this can provide a 
further example to the patient of how a change in their perception can lead 
to a change in their emotional state. If using the patient’s reaction to the 
therapy session itself seems too threatening, how the patient felt while they 
were sitting in the waiting room prior to the session can provide a useful 
alternative. 


For example, at her first session Catherine had difficulty identifying any 
particular times when she felt depressed, as she reported feeling simi- 
larly depressed the whole time. When the therapist described the cogni- 
tive model in general terms, she was sceptical about it applying to her as 
she reported that she did not have any thoughts. As she was evidently 
hopeless in the course of this discussion, the therapist decided to use her 
reaction in the session to illustrate the model. With Catherine’s permis- 
sion, some of the things she said in the course of discussing how she felt 
in the session were written down on a sheet of paper. In discussing her 
complaints of fatigue and aching and her worsening feelings of hopeless- 
ness during the session, a number of statements were written down. These 
included ‘I don’t have any thoughts’, ‘This therapy will never work for 
me’, ‘It’s all too hard’, ‘Nothing I do makes any difference’ and TIl always 
be depressed’. When the therapist showed her the list and asked what she 
made of it, she said with some surprise ‘I guess I do think quite negatively, 
don’t I?’. The therapist then wrote the thoughts in on the sheet describing 
the model and began to examine the relationships between the aspects of 
the model (see Figure 4.2). 


Using Positive Examples to Illustrate the Model 


Where a mood change that is evident to the patient can be identified, it can be 
traced to a specific time and linked to the particular thoughts at that time. 
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Figure 4.2 Example of the cognitive model used with Catherine 


However, many patients with chronic depression describe longstanding 
and apparently unvarying low mood. This can impede their seeing the 
relationships between the way they feel and other aspects of the model. 
Where the patient professes to feel and think the same things all the time, 
it can be hard for them to see any connection between the thoughts and 
feelings. In these cases, it can be particularly helpful to contrast recent 
examples of when them felt or thought differently. If a more positive 
situation can be identified, this can be of particular benefit in highlight- 
ing the relationships between the domains of the model. For example, 
even when the above model was discussed with Catherine, she could not 
envisage that her feelings could be any different and so could not see any 
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possibility of thinking differently. Somewhat fortuitously, she had men- 
tioned to the therapist that she had recently been to a family party, to 
which she and her husband had taken some ageing relations. The thera- 
pist focused on how she had felt after the party in order to try to elicit 
some contrast with the model illustrated above. Catherine complained 
of feeling ‘totally shattered’ after the party (biology) and of just wanting 
to go to bed (behaviour). When the therapist asked about her mood and 
her thoughts, she reported that she had still felt low, but that it was ‘a 
bit different’. On prompting, she said that she had felt somewhat pleased 
that she had been to the party and reported a thought that ‘At least I 
made it possible for Elsie and Bob to go and they really enjoyed it’. These 
thoughts and feelings were written on another diagram of the model and 
contrasted with the previous one. Although she was careful to maintain 
that she had still felt low, Catherine concluded that her view that she had 
helped some old people to havea happy time had contributed to her feeling 
pleased. 


The Need for Caution 


The danger that some patients may react negatively to a discussion of emo- 
tional situations must also be considered. This danger is illustrated by the 
case of Diane. During the course of assessment, it became apparent that 
Diane often perceived herself to be a failure. When it came to sharing the 
model with her, the therapist chose an example where Diane viewed her- 
self as a failure. As the circle was written down, Diane began to cry. When 
asked what was upsetting her, Diane replied ‘It is you talking about these 
things. I was fine until I came here. If this is what cognitive therapy is 
about I don’t want it.’ Diane never attended another session. The therapist 
had two telephone conversations with Diane’s husband (she declined to 
speak to the therapist) in which he stated that talking to the therapist had 
upset his wife to such an extent that it had taken her three days to recover 
and she therefore did not want any further contact. This example shows 
that the manner in which a patient responds to the sharing of the model 
will be coloured by their belief system. Many patients do not see their 
negative thoughts written on the paper; they see ‘themselves’. This can 
escalate feelings of humiliation and hopelessness. In retrospect, it would 
have been more helpful to choose a more peripheral and specific example 
that was less strongly related to Diane’s core view of herself, perhaps con- 
cerning the impairments in daily functioning caused by Diane’s depressive 
symptoms. It is important for the therapist to weigh the likelihood of the 
example helping the patient to distance themselves from their upsetting 
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thoughts versus their identifying completely with the thoughts discussed 
in a catastrophic fashion. 


FURTHER STEPS IN SOCIALISATION 
Processing Biases 


For patients who have responded well to the initial presentation of the 
model, it can be helpful to discuss how their thinking may contribute to 
the maintenance of their depression in greater detail. Presentation of the 
model can be expanded to include discussion of mood-dependent pro- 
cessing biases. It can be useful at this point to discuss how depression can 
bias the interpretation of events or lead to biases in the recall of events. 
For example, with Jean the cognitive model was discussed with reference 
to a conversation with a friend about how she was going out for the day 
with another mutual friend. She readily endorsed the idea that her low 
feelings at this time were related to her thought that ‘They don’t like me’. 
The therapist was able to discuss the idea that depression could be biasing 
the way Jean was interpreting the situation. Further, the idea that depres- 
sion can bias memory was illustrated by the fact that the event triggered 
memories of being left out as a child. Elaborating on the model in this way 
should only be attempted with patients who have readily endorsed the 
idea that thoughts can contribute to depression. For patients who are not 
yet ready to assimilate these ideas, further elaborations of the model will 
seem complicated and confusing. 


Double Vicious Circles 


Seeing for themselves the role that their thoughts have in maintaining low 
mood can providea helpful insight for patients. For many patients, rumina- 
tion about low mood can play a further role in the persistence of low mood. 
Low mood is initially triggered by a negative response to some particular 
circumstance, which might be an external event or an internal stimulus 
or symptom. The occurrence of low mood itself then becomes the focus 
of attention. Further negative processing about the meaning of low mood 
then serves to maintain or exacerbate the low mood. The self-perpetuating 
nature of the cycle set up between low mood and interpretations of low 
mood can be a factor in explaining how the mood of some patients appears 


INITIATING THERAPY 149 


to be divorced from any external trigger. It can be particularly helpful to 
construct a double vicious circle to illustrate the trap in which patients 
can find themselves. An illustration of this was provided in discussing the 
model with Elizabeth. 


During the assessment session, the therapist noted that Elizabeth fre- 
quently berated herself for not doing certain things or for making a mistake. 
The therapist began to draw this to Elizabeth’s attention. Elizabeth subse- 
quently recounted a time when, because she felt tired and lethargic, she 
decided to buy pizza for the family instead of cooking a meal herself. She 
saw this as a sign of laziness, and so tried to ‘make an effort’ by preparing 
a complicated dessert. 


T: Now you say that while making the dessert you missed out an ingredi- 
ent so the dish didn’t turn out as intended? 

E: It was a complete disaster. In the past, before any of this happened, I 
would never have made such a silly mistake. 

T: When the dessert went wrong you said you felt really miserable. From 
what I wrote down, your thoughts went something like this: ‘This is 
pathetic’; ‘I’m useless’; ‘I never do anything right’; ‘I’ve failed again’. Is 
that right? 

E: (sighing heavily) Yes, but its true, I can’t do the things I used to be able 
to do. 

T: Then once the dessert had gone wrong you threw it in the bin and then 
once you had your pizza you went to bed? 

E: (Nods.) 

T: Okay, let’s try and add this to our diagram (shows Elizabeth the diagram 
in Figure 4.3). 

T: Now one of the things you mentioned is that your mood actually got 
even worse after that—indeed to such an extent you eventually went to 
bed at 8.30 p.m. 

E: That’s right. I felt dreadful. 

T: How do you make sense of the fact you felt worse and worse as time 
progressed? 

E: I don’t know. It always happens and there is nothing I can do to stop it. 

T: Did anything else go wrong that evening? 

E: On the contrary. The family came home. They really enjoyed the pizza. 
They said I deserved a rest. I felt terrible. 

T: You said that you recognise as a pattern that once something happens 
to lower your mood it seems to worsen as time goes on in spite of other 
things going well? 

E: Yes. 

T: On Tuesday I wonder—did the dessert going wrong play on your mind? 
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Figure 4.3 Example of the vicious circle used with Elizabeth 


E: Definitely. I kept going over in my mind how stupid I was to miss out 
the baking powder. I had wasted all that money buying the ingredients. 
I felt so useless. 

T: What is the effect on your mood of going over and over your mistake 
in your mind? 

E: I suppose it makes me feel worse. 

T: Did that persist the next day? 

E: Not as bad, but it was still there, especially when I had to empty the 

bin. This is so trivial isn’t it? 

: It doesn’t seem to be trivial, it sounds like you were really upset. 

: Yes, but upset over a pudding—now that’s pathetic! 

How are you feeling right now Elizabeth? 

Annoyed at myself for letting such a small thing get to me. 

: Are those self-critical thoughts resurfacing now? 


Haat 
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Emotions 
Sad 
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Further Thoughts 


‘I’ve become pretty pathetic’ 
‘I can’t even control myself” 
‘They shouldn’t have to calm me down’ 
‘It’s so stupid’ 


Figure 4.4 Second vicious circle added to Elizabeth’s example 


: What do you mean? 

: You seem to be thinking that it was a small or trivial thing to get 
upset about and that that is pathetic, which makes you annoyed 
at yourself. Did you get annoyed at yourself on Tuesday for getting 
upset? 

: Well, I have become pretty pathetic, haven’t I? 

: When you think that—that you’ve become pretty pathetic for being 
upset—how does it make you feel? 

: It gets even worse doesn’t it? I can’t even control myself. 

: Let’s try and draw another circle (together Elizabeth and therapist add a 
further vicious circle to the diagram, see Figure 4.4) 

: So when you get upset... you think ‘I’ve become pretty pathetic’ and 
‘I can’t even control myself’. How do those thoughts affect how you 
feel? 

: Hmmm. Well, I guess they make me feel even worse. 

: Does it explain why you don’t feel any better when your family are 
kind to you? 

: [just think I should never have got so upset. 

: So even when they are nice to you, you're still thinking that you’re 
pathetic? 

: Yes, they shouldn’t have to calm me down about something like 
making a pudding. 
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T: It looks like your thoughts about being upset are quite important. 
(pointing to diagram) What do you make of this? 
: I’m just so annoyed with myself for getting so upset—it’s so stupid. 
: And what effect does it have on your mood thinking like that? 
: Oh... It looks as though thinking I shouldn’t be upset is making me 
worse. 
T: Right. So as well as looking at how you criticise yourself for making 
mistakes, we may also need to look at how you criticise yourself for 
being upset. 


m o m 


Distinguishing the Person from their Depression 


Patients who experience chronic depression often have difficulty distin- 
guishing between their sense of self and depression as an illness. It is not 
uncommon for the depressed patient to describe having forgotten what 
they were like as a person prior to the onset of their illness. Some indi- 
viduals perceive that they have undergone a complete change of person- 
ality or that they have become the illness. Relatives and friends of the 
patient can reinforce this kind of observation. For example, at the first ses- 
sion, Peter’s wife confided in the therapist that she saw her husband as ‘a 
shadow of his former self’. When asked what changes she had observed 
she stated with great sadness: ‘He used to be lively and sociable, always 
on the go. Now he is tearful, withdrawn, hardly goes out and doesn’t re- 
ally talk—he is not the man I married.’ When patients or their relatives 
make characterological attributions for the symptoms of depression, it can 
feed the low self-esteem, helplessness and hopelessness the patient expe- 
riences. 


Using the model to break down the depression into its different aspects 
can help to weaken the patient's identification with the depression (see 
page 142). The therapist can also try more explicitly to help the patient 
to separate their personality from depression as an illness. As well as 
being to the patient’s benefit, this can help to maintain the therapist’s 
motivation. When socialising the patient into the cognitive model proves 
difficult, the therapist’s automatic thoughts may include: ‘she is deter- 
mined nothing will work’, ‘he doesn’t want to get better’, or ‘she is 
being obstructive on purpose’. However, much of the patient’s seem- 
ing reluctance to engage in cognitive therapy may be explained by the 
symptoms of the illness itself. The therapist needs to be on guard not 
to label what may be symptomatic of illness—for example, hopeless- 
ness and passivity—as characteristic personality traits. The processing 
deficits characteristic of chronic depression, such as poor concentration, 
overgenerality and the difficulties patients have in generalising skills, 
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may all limit the patient’s ability to grasp the cognitive model. As these 
genuine deficits can at times make therapy painstaking, it is important for 
the therapist to recognise the detrimental influence that these processing 
deficits can exert over the completion of tasks in therapy and everyday 
life. 


It is helpful for the therapist to acknowledge the difficulties (e.g. hopeless- 
ness, poor concentration or lack of energy) the patient has when confronted 
with a particular task. The patient’s tendency to attribute their difficul- 
ties to the kind of person they are can then be contrasted with attribut- 
ing the difficulties to the illness (i.e. seeing the difficulties as symptoms). 
This technique was used later on in the session with Elizabeth described 
above. 


T: If we go back to the example on Tuesday, how do you explain to yourself 
that the dessert went wrong? 

: Well I didn’t take enough care. I should have tried harder. 

: Are there any mitigating circumstances? 

: Like what? 

: Well you said to me that you would not have made the same mistake 
before you became depressed. Have I got that right? 

E: No, I wouldn’t. 

T: So let’s add those two pieces of information together. The dessert went 
wrong but this is less likely to have happened prior to you becoming 
depressed. Indeed you say yourself you are a pretty good cook. So what 
has changed since you became depressed that makes the task of making 
the dessert more difficult? 

E: Well I can’t concentrate and I felt so tired. My thinking gets muddled. 

T: Right. So if we return to our vicious circle (pointing to biological component 
of vicious circle) what made the task more difficult on Tuesday, the poor 
concentration, tiredness and muddled thinking which are symptoms of 
depression or as you state your view that you don’t try hard enough 
and are useless? 

E: Well, seeing it written down like that I guess the symptoms play a 
part. But you know I spend a lot of time thinking I’m not really de- 
pressed, that I’ve just got lazy. Are you telling me these symptoms are 
real? 

: Most of the people I see describe these types of symptoms. 

: Isee. 

: Elizabeth, don’t just take my word for it—how about if we try an ex- 
periment? How often in the course of a day would poor concentration, 
tiredness and muddled thinking be particularly problematic when try- 
ing to complete a task? 

E: At least once or twice a day, sometimes more. 


Sim 
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T: Okay, how about if between now and next time we meet you try and col- 
lect one example of a time when your poor concentration, tiredness and 
muddled thinking is particularly noticeable and try and pay attention 
to how this affects your thoughts, feelings and behaviour. (The therapist 
points to each aspect of the vicious circle.) It may help to try and write it 
down. 

E: TI try. 


Acknowledging Losses 


Patients who have been depressed for many months or even years can 
sometimes be helped in this way to see their difficulties as part of a de- 
pressed state rather than inherent to their character. This can raise a fresh 
difficulty: seeing the depression as potentially treatable can make the suf- 
fering that has been endured seem unnecessary. In addition to the obvious 
external losses the patient may have suffered due to the depression, they 
have lost months or years of productive or satisfying time to the depression. 
One patient observed, ‘But if I can do something about this depression, it 
means I’ve lost the best years of my life for nothing’. Seeing the depres- 
sion as inevitable, as many persistently depressed patients do, can help 
them to accept these losses. Coming to see the depression as potentially 
treatable reminds some patients in a painful fashion of what they have 
lost. Where this occurs, it is important for the therapist to acknowledge the 
losses perceived by the patient, including external losses and loss of time. 
Facilitating some emotional experience associated with this loss can help 
to consolidate the shift in perspective from seeing the depression as an 
inevitable consequence of being made that way to seeing it as a potentially 
changeable state. 


DISCUSSING UNDERLYING BELIEFS IN THE EARLY 
STAGES OF THERAPY 


In persistent depression, the patient’s underlying beliefs may affect the 
process of therapy from its earliest stages. The rigid and negative nature 
of underlying beliefs can hinder engagement in therapy through the pro- 
cesses of avoidance and through undermining acceptance of the cogni- 
tive model. It is therefore important that socialisation into the cognitive 
model includes discussion of the possible existence of longstanding 
beliefs. This can help to minimise the detrimental influence of those beliefs 
on the task of engaging the patient. However, as discussed in Chapter 2 
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(page 91), in the early stages of therapy, the therapist’s aim is not to modify 
the underlying beliefs directly. Questioning core beliefs before the patient 
has been engaged in therapy or has acquired any skills in tackling more 
peripheral thoughts can be excessively distressing or unproductive. Iden- 
tification and modification of beliefs is postponed until a solid working 
alliance has been established and the patient has some experience of using 
standard cognitive techniques on more peripheral thoughts. (The benefits 
of working on automatic thoughts prior to beliefs are discussed in more 
detail in Chapter 6, page 203.) At this early stage, the nature and effects of 
beliefs are acknowledged and described in general terms. 


Acknowledging the possible existence of underlying beliefs at an early 
stage of therapy can help patients to make sense of longstanding problems, 
as well as limiting the adverse effects of those beliefs on engagement. It 
is helpful to raise the possibility that the patient may be affected by cer- 
tain patterns of thinking and behaving which are longstanding, but which 
may be amenable to change. Once a problem list has been elicited in the 
assessment, summarising the problems back to the patient can provide an 
opportunity to find out if the patient is able to see any common themes or 
mechanisms underlying their problems. Asking questions such as ‘Seeing 
all the problems listed together like this, do they seem to have anything 
in common?” can be useful to help the patient to identify any overall pat- 
terns. During the assessment, the therapist will have taken some interest 
in the patient’s history. This can be used to give some idea of how earlier 
experiences may be influencing the patient’s pattern of thinking in their 
current situation. In using this information, the goal is not to identify the 
conditional and unconditional beliefs with firm precision. Rather, it is to 
illustrate the idea that certain fixed patterns of thinking resulting from 
early experiences may be shaping current experiences. 


Explaining the Concept of Schemas 


It can be helpful to explain the concept of schemas using a non-emotive 
example, such as an everyday object. For example, patients can be asked 
how they knew what to sit on when they entered the room to illustrate how, 
through experience of many different chairs, people acquire a general idea 
of what a chair is. They can identify many varied objects as chairs, even if 
they have not seen that kind of chair before, and when they think about 
chairs, their various characteristics are automatically brought to mind, such 
as legs and a seat. Once the patient agrees that they have a concept of what 
a chair is, it can then be suggested that through their experiences people 
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develop a general idea about themselves, other people, relationships and 
the outside world. This also automatically includes various characteris- 
tics, so just as a chair is expected to have legs, depressed people define 
themselves in terms of negative attributes. Some people with depression 
may see failure and worthlessness as being as much a fact about or part of 
themselves as a seat is a definitive feature of a chair. 


Relating Difficulties to Long-Term Patterns 


Sometimes patients with persistent depression spontaneously use global 
negative terms, suchas uselessness, to describe themselves or other people. 
Even though these terms may not precisely describe the patient’s actual 
unconditional beliefs, it can be helpful to adopt them in explaining the 
idea of long-held, general patterns of negative thinking. Where the patient 
rarely uses negative labels about themselves, this can bea result of cognitive 
avoidance, and for such patients, it can be excessively challenging at this 
stage of therapy for the therapist to confront the patient with their guesses 
on the precise nature of the core beliefs. It can be helpful here to use terms 
such as self-confidence, self-image or self-esteem, which refer in vague, 
general terms to the person’s overall view of themselves. Most chronically 
depressed patients readily endorse the idea that they are suffering from 
low self-esteem or have little self-confidence. These concepts can be used 
to tie together the influence of early experiences with patterns in current 
thinking processes and emotional states. For example, much information 
was gathered in the assessment with Elizabeth about the high standards 
and constant criticism to which her mother subjected her when she was a 
child. Having discussed the role of her negative thinking in the cognitive 
model, she found it helpful to consider that this could be a reflection of 
longstanding low self-esteem. The idea was floated that, through adopting 
her mother’s tendency to criticise her, she constantly formed a low view of 
herself. Although her unconditional beliefs were not identified precisely or 
questioned at this point in therapy, the acknowledgement of their influence 
helped to engage Elizabeth in the possibility of taking a new perspective 
on her thoughts about herself. 


Helping the patient to consider the possibility that some of their prob- 
lems may result from longer-term influences of beliefs or low self-esteem 
can help to limit the potential for these beliefs to have adverse effects on 
therapy. The therapist can explain that these effects can include emotional 
sensitivities, for example being highly sensitive to signs of rejection or crit- 
icism, or behavioural reactions, such as giving up on things before they 
have been given a fair trial. The patient can be asked if this has applied 
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to any of their reactions to therapy so far and can be encouraged to see if 
any subsequent difficulties with therapy might be of this nature. For exam- 
ple, Elizabeth acknowledged with some reluctance that she had felt quite 
daunted at times during the discussion of the cognitive model and therapy. 
She wondered if perhaps she was ‘not up to being able to do the therapy 
properly’. Atthe therapist’s prompting, she could relate this to the previous 
discussion about her low opinion of herself. Understanding her reserva- 
tions in this way led to some sense of relief, in that she acknowledged that 
low self-esteem would not necessarily rule someone out of being suitable 
for therapy. Predicting adverse reactions can help to convey the idea that 
they are understandable consequences of the beliefs that are a familiar 
target for therapy. This can help to mitigate some of their more counter- 
productive effects, such as hostility towards the therapist or premature 
termination of therapy. 


KEY TARGETS IN PERSISTENT DEPRESSION 


Once the initial assessment is complete and the process of socialisation 
has begun, suitable goals for therapy need to be adopted. Before the 
therapy goals are discussed and agreed collaboratively with the patient, 
the therapist needs to consider the targets that are most likely to be of 
benefit. In previous chapters, we have described how low self-esteem, 
helplessness and hopelessness are key psychological features in the pre- 
sentation of chronic depression. It is important that the goals of therapy 
address this chronic cognitive triad. In acute depression, questioning the 
negative thoughts that arise in relation to particular circumstances often 
leads to significant improvement in how the patient thinks and feels 
about themselves, their life and the future. In chronic depression, low 
self-esteem, helplessness and hopelessness tend to be more generalised 
and enduring, and simply questioning thoughts related to the chronic 
triad often results in only minimal improvements. Addressing the chronic 
cognitive triad demands an integrated therapeutic strategy that takes 
account of the various factors that maintain it. Considering the different 
factors contributing to the chronic triad enables the setting of goals for 
therapy that will systematically undermine low self-esteem, helplessness 
and hopelessness. 


Addressing the Chronic Cognitive Triad 


In the cognitive model of chronic depression, low self-esteem, helplessness 
and hopelessness are reflected at a number of different levels. The chronic 
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cognitive triad is manifest in the patient’s global negative thinking, but 
originates in underlying negative beliefs, is maintained by passivity and 
avoidance, and becomes entrenched by repeated confirmatory experiences. 
Eroding the chronic triad in therapy is achieved through addressing these 
different levels. Thus, the aims of the therapist include not only reducing 
symptoms, but also combating avoidance and addressing conditional and 
unconditional beliefs. Helping the patient to engage more fully in activities 
in their daily life is often central to these aims. Engaging in activities will 
entail the development of tolerance of emotions and of skills in managing 
painful emotions. Such engagement then enables negative beliefs to be put 
to the test and raises the possibility that they may be applied with less 
rigidity to current experiences. 


It is important that the goals of therapy act as guides to foster the engage- 
ment of the patient behaviourally in activities and relationships and cogni- 
tively in the processing of experiences. Setting useful goals for therapy 
involves identifying specific activities in which the patient wishes to 
engage. To achieve the collaboration of the patient with the general aims 
of therapy, it is vital that these therapy goals are grounded in specific 
life changes that the patient would like to see. Making progress towards 
these goals can then be used as a vehicle for combating avoidance, regu- 
lating affect and testing out negative beliefs. As these factors are crucial 
in maintaining the chronic triad, adopting appropriate goals for treatment 
can specify the means by which low self-esteem, helplessness and hope- 
lessness may simultaneously be relieved. 


When setting specific goals, itis important to take account of the longstand- 
ing nature of the avoidance and beliefs. Building self-esteem or a view that 
activities in life can be effective and worthwhile is a long-term venture. 
Within the short time frame of therapy, the therapy goals constitute the 
first steps towards these longer-term goals of improving self-esteem and 
seeing life as worthwhile. It is important that the agreed goals of therapy 
represent markers of observable progress towards these overall goals. It 
can be helpful to point out to the patient that taking even these small steps 
can entail coming to new ways of understanding problems and develop- 
ing new skills for addressing them. If therapy can equip the patient with a 
better understanding of their problems and new skills, these can be used 
in the future to continue to build a greater sense of self-esteem or worth. 


SETTING GOALS FOR THERAPY 


The therapist's high level aim in the therapy is to tackle the persistent symp- 
toms of depression and the chronic cognitive triad. The overall strategy to 
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be employed is to help the patient to engage in, rather than avoid, activities 
and relationships, and thereby to help the patient to test out new ways of 
thinking. In working with each patient, these overall aims and strategies 
need to be translated into specific individual goals for therapy. To facilitate 
the engagement of patients in therapy, it is vital that they are involved in 
the process of generating goals and endorse the goals adopted for therapy. 
However, the fact that patients believe themselves to be inherently defec- 
tive and incapable of attaining any worthwhile outcomes and believe that 
nothing can improve interferes with their being able to specify how they 
would like things to be different. The chronic triad can thus interfere with 
the ability of the patient to set goals. Thus, the therapist must work with 
the patient to help them to set suitable goals and the goals for therapy must 
be discussed and agreed collaboratively. 


The Importance of Collaboration 


The process of collaboratively setting explicit goals for therapy has a 
number of benefits. In view of their urge to avoid negative thoughts 
and feelings, patients with chronic depression often find it less uncom- 
fortable to discuss positive goals than to engage in many of the other 
aspects of therapy. Given the reluctance of many patients with persistent 
depression to engage in therapy, mutually agreeing goals for treatment 
can help to begin to establish a sense of collaboration between therapist 
and patient. Having an explicit idea of treatment goals can thus strengthen 
the patient’s fragile motivation for addressing their difficulties through 
therapy. The goals that have been agreed can then provide a guide for 
selecting and prioritising the specific issues to be addressed. Particularly 
where patients are prone to avoid certain issues, relating the progress of 
therapy back to explicitly agreed goals can prove essential to maintain- 
ing collaboration throughout treatment. Importantly, setting goals with 
the patient can be an effective intervention in itself. In the face of often 
entrenched negativity and hopelessness, attempting to agree goals with 
the patient entails their thinking of desired possibilities and beginning to 
assess how realistic these are. Although most patients remain extremely 
doubtful that they will attain any of their goals, establishing specific goals 
can sow seeds of doubt in their conviction that they will not get any- 
where. The process may thus begin to erode a previously firm sense of 
hopelessness. 


In acute depression, patients often readily identify goals they wish to pur- 
sue. These often relate to restoring a previously satisfactory level of func- 
tioning. Because that state was only recently lost, there is usually minimal 
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difficulty in helping the patient to identify personal goals related to the 
restoration of mood and of social and occupational functioning. In chronic 
depression, the patient may have little or no memory of times when they 
functioned at a satisfactory level, or their memory of such times may have 
become idealised or distorted. The goals adopted usually involve trying to 
specify some desired ways of functioning that are new to them. Specifying 
goals that both therapist and patient can see as desirable and realistic can 
thus involve considerable effort. 


General Procedure for Setting Goals 


Discussion of goals for therapy usually flows most sensibly from the dis- 
cussion of a patient’s overall problem list. There is rarely time within the 
first therapy session to elicit problems, present the cognitive model and 
agree treatment goals. The latter is therefore usually left until the second 
session. However, if a problem list has been established during the first 
session, asking the patient to make a short list of goals they would like to 
work towards in the course of treatment can be a useful homework assign- 
ment after the first session. This can involve the patient in the process of 
therapy from an early stage and helps to establish the patient’s participa- 
tion. Any ideas of goals that the patient identifies as homework can form 
the basis for negotiating specific treatment targets at the following session. 
Before discussing the goals of therapy, it is helpful for the therapist to sum- 
marise the patient’s problem list, including the situational, interpersonal 
and intrapersonal problems identified in the first assessment session. By 
doing this, the therapist can ascertain that the problem list is accurate and 
that nothing has been left out. 


Once the problems have been summarised accurately, the therapist can 
elicit goals for the therapy. Questions such as ‘In what ways would you like 
things to be different?’ are useful initial prompts. Because of the difficulties 
that many of these patients have in accessing specific positive information, 
it is usually helpful to follow up such questions in a more specific way. 
The therapist can help the patient to build a more specific picture of what 
their life would be like in, for example, six months’ time if therapy had 
been successful. A more directive prompt can be helpful, such as “To help 
us think what would be the most helpful goals for the therapy, I would 
like you to think forward to the end of the therapy. Let’s suppose that the 
therapy had worked as well as you could imagine and that things had 
improved for you as much as they could in six months’ time. What would 
be different for you then?’. Other useful questions for eliciting goals are 
suggested below. 
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Questions for Eliciting Goals for Therapy 


e What goals would you like to work towards in treatment? 

e In what ways would you like things to be different? 

e What would you most like to change about your current circum- 
stances? 

e What things have you stopped doing since you became depressed 
which you would like to resume? 

e Are there any things you have started doing since you became 
depressed which you would like to change? 

e What would you be doing differently if you were not depressed? 


SETTING GOALS TO ADDRESS KEY PROBLEMS 


As described above, it is important that goals for therapy are adopted 
that will entail the reduction of low self-esteem, helplessness and hope- 
lessness. This involves helping the patients to identify how they could 
engage behaviourally, cognitively and emotionally in desired situations 
and activities. Considering the problems identified in a patient’s problem 
list can lead to the generation of suitable, specific goals. Goals related to 
key problem areas of symptoms, situations, interpersonal problems and 
intrapersonal problems can then be identified. 


Goals Related to Symptoms 


Reflecting their helpless outlook, patients with chronic depression often 
see their depression as arising from factors beyond their control. They 
frequently fail to set goals of reducing certain symptoms because, from 
their perspective, the depressive symptoms are intractable. In some cases, 
symptom reduction may seem quite feasible to the therapist who may need 
to be active in suggesting possible goals. For example, on summarising 
Julie’s current problems, the therapist noted that her poor concentration was 
preventing her engaging in many day-to-day activities. When the therapist 
asked if she would like help with improving her concentration so that she 
could get back to some of her previous activities, Julie replied: ‘Is that 
possible? I thought nothing could be done about it and I just had to live with 
it.’ Prioritising this as the first target for change proved crucial in engaging 
Julie in treatment, especially as she could see that her concentration levels 
had improved significantly after a few therapy sessions. 
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Where symptoms are greatly impairing day-to-day functioning, goals of 
therapy may focus on accomplishment of small activities of daily living. For 
example, Marion’s lack of motivation and cognitive impairment were such 
that on most days she had difficulty even getting dressed. She saw no point 
in trying any of the strategies of cognitive therapy because she believed 
that nothing was going to eradicate her depression. In order to reduce the 
impact of such entrenched pessimism, short-term goals were discussed to 
help Marion to focus in the here and now and minimise her opportunity 
to predict weeks, months or even years ahead. One of her agreed therapy 
goals was thus to plan the day one hour at a time and to include activities 
such as washing, dressing and cooking. With Marion, given the lack of 
lasting benefits from previous interventions, it was important to strike a 
balance between sufficient optimism that some changes could be made 
and making unrealistic claims regarding what cognitive therapy could 
achieve. 


Patients who subscribe to a biological view of depression may set a goal 
of feeling less depressed but have no belief that therapy could help them 
to achieve this goal. For them, only some kind of biological intervention 
seems to offer any promise of improvement. In cases like this, finding out 
what a general goal, such as feeling less depressed, means in more specific 
behavioural terms is particularly important. It can help to ask the patient 
what they would do if they did feel better. Specific targets, such as social 
(e.g. ‘I would be able to call some of my old friends’) or leisure activities 
(e.g. ‘I would do some of the things I used to enjoy, like knitting’), can then 
be elicited. Again, the important task is to define specific reference points 
that are apparent to patient and therapist. 


Goals Related to Situational Problems 


Some patients attribute their depression entirely to external situations. 
Where patients see their problems exclusively in terms of external causes, 
they often put forward goals that are outside the scope of therapy. However, 
even where external situations are identified as the major problem, goals 
related to the chronic triad can be identified. For example, Reg, a middle- 
aged man whose depression was precipitated by having been made redun- 
dant, proposed that the goal of therapy should be for him to be working 
again. Clearly, it was beyond the remit of the therapist to fix up a suitable 
job. Where the patient proposes goals that depend on some external cir- 
cumstance coming about, they can be prompted to consider goals related 
to how they could make the desired situation more likely to occur. With 
Reg, the therapist focused on the internal changes that he might make to 
improve his chance of getting back to work. The therapist asked: ‘Even if 
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you hadn’t got a job, what would bea sign that you had made any progress 
in that area?’ Reg replied that he would be reading things to update him- 
self about issues relevant to his work and would be filling out application 
forms. The therapist then asked what signs would indicate to Reg that he 
was more ready in himself to go back to work, to which Reg replied that 
he would have the self-confidence to attend interviews. Generating these 
more appropriate internal goals helped Reg to acknowledge the possibility 
that therapy might be relevant to his depression. Standard prompts that are 
useful in generating goals relevant to external situations, such as getting 
a job or a partner, are ‘What would have to happen inside you for you to 
stand more of a chance of getting that?’ or ‘How would you have to think 
or act differently for that to come about?’. 


It can be particularly difficult to set relevant goals where satisfaction and 
self-esteem have previously been derived entirely from a situation that is 
no longer available. This is most commonly encountered in patients whose 
esteem has been largely derived from working or from caring for children 
who have now grown up and left home. Patients like Peter, whose only 
measure of worth was work, often hold on to a cherished ideal of return- 
ing to full-time work and see this as the only worthwhile goal of therapy. 
Early in treatment, such patients may discount the relevance of other 
potential sources of self-esteem. Therefore, the early goals of treatment 
that involve re-engaging in activities of daily living have to be couched as 
a step towards returning to work. Only once Peter had engaged more fully 
with treatment were goals established to help him to try to develop a sense 
of worth in other areas. These included engaging in activities that he had 
previously put second to work, such as contact with his granddaughter, 
social activities with his wife and trying to develop hobbies for pleasure in 
itself. 


Low self-esteem, helplessness and hopelessness can result from patients 
having an exaggerated sense of responsibility for external problems over 
which, in reality, they can exert little influence. This can result in inap- 
propriate self-blame and excessive guilt. In this case, therapy goals may 
involve learning to recognise and reassess self-blame. Where the sense of 
responsibility results in the patient making extreme efforts to sort the prob- 
lems out, goals related to letting things take their course or allowing other 
people to sort out some problems are appropriate. 


Goals Related to Interpersonal Problems 


Low self-esteem, helplessness and hopelessness are frequently associated 
with the avoidance of particular social interactions or relationships. The 
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therapy goals can usefully specify the kinds of interactions in which the 
patient would wish to engage. Identifying particular activities that are 
avoided can lead straight to relevant goals. For example, Elizabeth repeat- 
edly avoided putting herself forward for promotion at work, despite being 
asked by her boss to apply. As she also had some minor financial dif- 
ficulties that a promotion would help her to solve, being able to apply 
for promotion was established as a goal of treatment. It is important to 
establish goals related to avoidance that are realistic in the time frame 
of therapy. For example, it is unlikely that someone who has avoided 
the company of the opposite sex over their whole adult life will have 
started an intimate relationship by the end of a typical course of therapy. 
Although being in an intimate relationship may be a valuable long-term 
goal, it is essential that the therapy goals include more realistic sub- 
goals, such as talking to members of the opposite sex at work or at 
parties. 


Other interpersonal problems relate to the nature of the patient’s relation- 
ships, rather than social avoidance. For example, Jean seemed stoically to 
accept perpetually being overwhelmed by other people's difficulties, as she 
believed that her role was to meet the needs of others before her own. She 
was also in a relationship with a man who was at best unsupportive. It was 
tempting for the therapist to encourage her to set goals aimed at putting her 
own needs first and disengaging from physically and emotionally abusive 
relationships. Although these seemed worthy goals, for Jean any previ- 
ous attempts to free herself from the demands of others had resulted only 
in criticism and humiliation. In setting goals to combat this kind of prob- 
lem, developing new activities and relationships outside the existing social 
network can help to balance the patient’s interactions with critical and de- 
meaning others. The experience of interactions that involve support and 
reciprocity can help to build self-esteem and decrease helplessness. Goals 
may therefore relate to means of eliciting support, as well as decreas- 
ing the sense of responsibility. For Jean, two important goals on her list 
were: 


e To find out about parent support groups at the local community centre 
e To recognise when others are making an unreasonable request of me and 
on some occasions say no. 


Goals Related to Intrapersonal Problems 


Intrapersonal problems, such as self-criticism, oversensitivity to criticism 
or low self-worth, can also be translated into useful goals for therapy. For 
example, Elizabeth was always very critical of her perceived mistakes and 
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short-comings, which often lowered her mood considerably. Thus, one of 
her goals for treatment was to be more tolerant of making mistakes and less 
harsh with herself when things didn’t go as she had planned. In contrast, 
Kate often found herself enraged or distraught when she thought she had 
been criticised by others, as she saw any criticism as a personal attack on her. 
When the cognitive model was presented to her, some progress was made 
in understanding how thoughts and beliefs may have been feeding her 
explosions of negative feelings. From this, a goal of aiming to understand 
her sensitivity to any implied criticism and to react in a more balanced 
way was collaboratively identified. One marker of this was defined as 
sometimes being able to stay in the situation to find out what degree of 
criticism was intended. 


Many individuals with low self-esteem or little sense of self-worth have a 
very limited sense of their own wants and needs. This can interfere with 
their proposing or endorsing appropriate goals for therapy. This is com- 
mon in patients whose self-esteem has from childhood been built upon 
meeting the needs of others or who have no intrinsic sense of worth or 
value. Goals can be agreed that help the person to identify more clearly 
their own wishes or preferences and then sometimes to act in accordance 
with those wishes. Elizabeth was always overburdened by attending 
to the needs and demands of others. One manifestation of this was that 
she home-cooked every meal for her family from scratch. For her, a goal 
of sometimes doing what she wanted was linked to sometimes getting 
a takeaway, rather than doing the cooking herself. As she had little idea 
which sort of takeaway food she liked, the chance to identify and act on 
her preference made this goal particularly relevant. 


REFINING THE GOALS OF THERAPY 
The Importance of Specificity 


Goals for addressing the chronic triad in therapy should be realistic and 
achievable within the scope of therapy. They should be stated in terms 
that are as specific and concrete as possible, so that both therapist and 
patient can see when progress towards the goal has been achieved. In set- 
ting goals with patients with chronic depression, those initially elicited 
are frequently idealistic or have no concrete reference points by which 
to judge any progress. For example, general goals of ‘feeling better’ or 
‘having higher self-esteem’ are insufficiently elaborated to be helpful in 
guiding the therapy. Such general goals need to be specified with greater 
precision. Where a patient’s goal is ‘to feel better’, the therapist needs to ask 
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questions to ascertain what would constitute concrete markers of success. If 
the patient describes their goal in terms of ‘stopping feeling depressed’, the 
therapist might gently point out that aiming never to feel low again would 
not be realistic. When a more feasible overall goal of feeling less depressed 
has been articulated, the next step is to define how the patient would know 
if that had occurred. Sometimes it is possible for the patient to estimate how 
much of the time or to what extent they are depressed using a percent scale, 
and then to ask what would constitute a significant reduction. For many 
patients, however, it is more meaningful or motivating to define the goals 
in more positive terms. Rather than having a goal of feeling depressed 
only half the time, for example, it can be more helpful to set goals such as 
‘to have any time when I could simply enjoy something without feeling 
the depression hanging over me’ or ‘to have a day without any suicidal 
thoughts’. 


Setting specific goals for therapy proved useful in the case of Pauline, who 
insisted that she was not depressed but was suffering a stress reaction due 
to overwork. Her initial response to questions about how she would like 
things to be different was: 


P: To have less to do, so I wouldn’t be so stressed. 

T: (smiling ruefully) Much as I would like to, I’m afraid I can’t just say you 
don’t have to do lots of the things you have to do. But I wonder, what 
would it be like for you to have less to do? 

P: It’s just not likely. There’s just so much I’ve got to do. 

T: Right ...so what would be any sign of being less stressed by all that? 

P: If I could just leave work at work sometimes and not take it home. I 
wouldn’t have to keep thinking about it. 

T: What would have to happen for you to be able to do that? 

P: Someone said to me recently that I ought to lower my standards. (aghast) 
You're not going to suggest I do that, are you? 

T: Are there any things you could leave without lowering your standards? 

P: Well, I guess if I have a list of phone calls to make, there are usually 
some that I could really leave until the next day. 

T: So, leaving some of the less vital phone calls until the next day. That 
sounds a good goal. Are there any other things you could leave so you 
could just go home? 

P: There are some things I could delegate a bit more. 

T: You said before that that often results in more work for you because 
you have to ensure that your colleagues have done things properly. It 
sounds like a lot of work to go over the things your colleagues have 
done. Is there anything you could do differently so that you really did 
end up with less work? 
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: I suppose I would just have to leave them to it. 

: Would that actually be a new thing for you then? 

: Well, as head of the department, it’s always been down to me to make 

sure that the work we do is up to the right standard. 

T: So what would your new goal be then? 

P: Ermm...I’ll just have to hope everything doesn’t get done in too slap- 
dash a way. 

T: So am I right thinking that it would be quite a new approach for you 
to give things to other people to do and let them get on with it without 
checking the standard of their work as they go? 

P: Yes...sounds a bit... Hmmm (looking doubtful)! 

T: Well, if you could do that at all, would that be a good goal for the 
therapy? 

P: If people did the work properly, it would be quite a relief. 

T: So, so far we have got two goals—to leave some phone calls until the 

next day and to leave some of the people in the office to do the things 

you ask them to. That would mean coming to terms with your worry 
that they might not do things to the right standard. Is that right? Are 
there any other things that you would like to be different? 


Tay 


Subsequent discussion focused on what Pauline would do if she were not 
so overworked. She recognised that she had little time for any interests of 
her own or for a personal life. Exploration of what interests or friendships 
she might pursue resulted in her becoming unsure about what things she 
was really interested in. A goal of therapy was therefore defined as trying 
some activities outside of work to see which would result in any interest or 
satisfaction. Pauline agreed to start with getting reacquainted with what 
was going on in the world of films and cinema, as this was something she 
had previously enjoyed. 


Setting Priorities 


Once some suitable goals for therapy have been identified, the order in 
which to address them can be discussed. Setting the priorities for therapy 
involves assessing not only the importance of each goal to the patient but 
also the ease with which it might be achieved. Some problems are more 
readily tackled than others and patients are more likely to be motivated by 
therapy if they experience progress early in treatment. With this in mind, 
it may be that the patient’s most pressing problem is not the one that is 
tackled first. It is best to explain that while a particular problem may be 
causing the patient a good deal of distress, this may not be the easiest to 
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address first. This was the case for Julie, who cited as her biggest problem 
her difficult relationship with her husband whom she described as ‘critical 
and controlling’. An associated goal of asserting herself, which included 
sometimes saying what she wanted to do, was identified, but the therapist 
felt that this would not be an area where it would be easy to effect change. 
After some negotiation, it was agreed that the first goal to be addressed 
would be to try to improve Julie’s poor concentration on reading and daily 
activities, followed by resuming some social activities with her friends. 
Indeed, progress towards these goals provided an important foundation 
for working on her difficult relationship with her husband. 


To help with this prioritisation, it is often useful to break goals down into 
short term, medium term and long term. Suggested time frames would be: 


Short term: the next 2-6 weeks 
Medium term: the next 2-6 months 
Long term: the next 9-24 months. 


This can help patient and therapist to set a realistic time frame in which 
the patient can address their goals. As discussed above (page 164), it is an 
important goal for some patients to establish a romantic relationship. This 
was true of one young woman, Emma, who had never had such a relation- 
ship. As she could not see this coming about for many months, if ever, it 
could be seen to be a long-term goal beyond the remit of therapy. However, 
it provided a good starting point for negotiating short- and medium- 
term goals that could help her to work towards this, such as socialising 
more with men in general and discussing men more with her female 
friends. 


For Elizabeth, the first problem to be tackled was poor concentration and 
excessive tiredness, which was interfering with her ability to mix socially 
or engage in activities because everything was too much effort. Some of the 
short-term, medium-term and long-term goals that were agreed in relation 
to these problems are illustrated below: 


Short term 


e To improve concentration span from 20 minutes to 30 minutes 
e To re-establish a routine for household tasks and work at the office. 


Medium term 


e To resume embroidery 

e To resume attending the Mother’s Union once per month 

e To be more tolerant of mistakes and less harsh when things don’t go 
according to plan. 
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Long term 


e To resume attending church every week 

e To place less demands on myself and on some occasions put my needs 
first 

e To go on holiday in Britain with my husband. 


Once goals for the therapy have been identified, it is helpful to go back 
over the patient’s problem list to see if the stated goals adequately address 
the problems. It is also important for the therapist to consider whether 
progress towards the goals that have been agreed for therapy would result 
in the desired improvements in self-esteem, helplessness and hopelessness. 
If this is not clearly the case, then the goals will have to be revisited as 
therapy progresses. 


Setting clear and specific goals that are grounded in specific changes in 
thinking and behaviour can reinforce the process of socialising the patient 
to the cognitive model. This process also acts as a further model of the 
collaborative nature of therapy, with the therapist acting as a guide to help 
the patient to see the adverse effects of setting unrealistic or inappropri- 
ate goals and helping to amend them accordingly. Socialisation and goal 
setting can thus increase the patient’s motivation for engaging in the use 
of cognitive and behavioural strategies to address their symptoms and 
problems. 


SUMMARY POINTS 


e Negative reactions of patients with persistent depression to simple pre- 
sentation of the cognitive model can range from disagreement to outrage. 

e Including a role for biology and environment in the model presented can 
help to encompass patients’ views that might otherwise conflict with the 
cognitive model. 

e The cognitive model should be illustrated using specific, recent examples 
from the patient’s experience. 

e Examples from during the therapy session or of moments of relief from 
the depression can be useful in illustrating the model where there is 
difficulty in identifying specific downturns in mood. 

e The therapist should be on the alert for the patient’s negative thoughts 
about low mood itself, which often feed into a double vicious circle. 

e Helping the patient to distinguish different aspects of depression can 
help to weaken their global identification of themselves with the depre- 
ssion. 
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e Early in therapy, it is helpful to describe the possible existence and effects 
of negative beliefs, and to relate these to any longstanding patterns in 
the patient’s problems. 

e Setting specific goals that entail engagement in pursuing desired out- 
comes is an important first step in helping the patient to counter avoid- 
ance. 

e The goals of therapy should be such that any progress towards them 
results in improvements in self-esteem, helplessness and hopelessness. 


Chapter 5 


USING STANDARD BEHAVIOURAL 
TECHNIQUES 


In this chapter, you will find an account of: 


e The use of common behavioural techniques in cognitive therapy for 
depression 

e The benefits to be sought from using these techniques in persistent 
depression 

e Common problems encountered in helping patients to monitor their 
activities 

e Common problems encountered in helping patients to schedule 
satisfying activities 

e Suggested ways to progress in therapy when each kind of difficulty is 
encountered 


Helping patients to regain some satisfaction from activities in their lives is 
an important aim of cognitive therapy for depression. Cognitive therapy 
for acute depression (Beck et al., 1979) incorporates a range of behavioural 
techniques that are used to help patients to re-engage in satisfying acti- 
vities. Many of these were adapted from more exclusively behavioural 
approaches to depression (e.g. Lewinsohn, 1974). Behavioural techniques 
such as monitoring activities, scheduling activities and graded assignment 
of tasks have come to be seen as standard approaches in cognitive therapy 
for depression. As we have described, the presentation of patients with 
persistent depression can be markedly different from that of patients with 
more acute depression. The implementation of behavioural techniques 
therefore needs to be adapted to take account of these differences. In this 
chapter, we review some of the standard behavioural techniques used in 
cognitive therapy for depression and the rationale underlying their use. 
We then consider each of the main standard techniques and identify some 
of the most common problems that are encountered when trying to use 
them with persistently depressed patients. In each case, we suggest ways 
of maintaining some benefit from the use of these strategies. 
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Many of the difficulties in trying to implement behavioural techniques in 
chronic depression reflect the influence of the chronic cognitive triad of 
low self-esteem, helplessness and hopelessness. This triad in turn arises 
from rigid underlying beliefs and longstanding patterns of avoidance. 
Behavioural changes may thus be extremely hard to institute in therapy. 
Even when patients do manage to change their behaviour in ways that 
may be thought to be beneficial, the degree of symptom relief obtained 
may be limited. Therefore, as well as aiming for symptom reduction, 
the use of behavioural techniques in chronic depression is undertaken 
with broader aims. These include helping patients to recognise when and 
how they are avoiding things, to assess the effects of avoiding and grad- 
ually to consider the possibility of engaging with avoided activities or 
issues. 


STANDARD BEHAVIOURAL TECHNIQUES 
IN DEPRESSION 


Rationale for the Use of Behavioural Techniques 


Many acutely depressed patients spend significant stretches of time 
doing little other than sitting thinking about their problems. Inactivity 
and reduced levels of motivation in acute depression are important targets 
for cognitive therapy. In the cognitive model of depression (see Chapter 1), 
reduced levels of activity are assumed to exist in a vicious circle with low 
mood and negative biases in the patient’s thinking. When the patient’s 
mood is low, their thinking about any endeavour becomes dominated 
by negative expectations, and they are put off from engaging in activ- 
ities that were previously satisfying. As the patient ceases to do things 
that they previously found rewarding, the reduction in levels of satisfac- 
tion or positive reinforcement directly contributes to low mood. More- 
over, reductions in activity can then provide fodder for more negative 
thinking: as patients reflect on how little they are doing, they criticise 
themselves for their ‘laziness’ or worry about their apparent incapacity. 
The negative thoughts triggered by inactivity can then result in a fur- 
ther lowering of mood and motivation, which limits activity levels still 
further. 


Once a patient has been socialised into the cognitive model, the next stage 
of cognitive therapy usually involves helping the patient to re-engage in 
activities in order directly to increase levels of satisfaction. Re-establishing 
previously rewarding activities can also highlight negative expectations 
that can then be put to the test. By using the active, questioning style of 
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cognitive therapy (see Chapter 2), the therapist aims to engage the patient 
in collaboratively identifying activities that might improve the patient’s 
mood. A number of techniques can be used in pursuing this strategy, the 
most common of which are monitoring of activities, activity scheduling 
and graded task assignment. 


Monitoring Activities 


Initially, patients monitor their levels of activity and concomitant satisfac- 
tion. They may be asked to record their activities over the course of the 
day on an hour-by-hour basis, and to rate the degree of mastery (i.e. sense 
of accomplishment) and pleasure obtained from attempting each activity. 
Monitoring activities in this fashion often provides a number of benefits 
in depression. Frequently, patients can see from an activity diary that they 
have been accomplishing more or obtaining more pleasure than they had 
realised. Any biases in the depressive thinking that filter out signs of satis- 
faction or pleasure can thus be countered by actively noting and recording 
in this fashion. Focusing attention on the satisfaction obtained from any 
activity in this way frequently leads directly toa lift in mood. When patients 
realise that engaging in some activities can result in some satisfaction, this 
can also help to counter the hopelessness that results from thinking that 
nothing will do them any good. 


Scheduling Activities 


Monitoring of activities enables identification of those activities that are 
associated with low mood and those that are most likely to be accompa- 
nied by some positive feelings. From this, patients can be helped to plan 
their days in order to maximise the likelihood of obtaining more satisfac- 
tion. This technique, known as activity scheduling, hinges around planning 
small tasks that it is feasible to accomplish even with depression. Activities 
and tasks are usually written down ona daily plan for the coming few days, 
which is initially completed in the session with the therapist’s assistance. 
Depending on the patient’s degree of impairment, the plan can be com- 
pleted for small activities on an hour-by-hour basis (e.g. get dressed, make 
cup of coffee) or for more general activities (e.g. go shopping) over more 
extended periods. Where patients are suffering from low levels of energy, 
it is helpful actively to schedule rests as a reward for small accomplish- 
ments. As the patients’ levels of activity increase, so does the possibility of 
their gaining at least some satisfaction from the tasks they have attempted. 
Planning the time in this way also directly or indirectly limits the time 
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the patients spend sitting ruminating about their perceived shortcomings, 
which can be beneficial. 


Graded Task Assignment 


As depression makes attempting most tasks more difficult, many tasks may 
need to be broken down and attempted ina graded fashion. If the degree of 
impairment demands it, the graded assignment of tasks may initially need 
to focus on small everyday activities, such as getting dressed. Gradually 
the patient may become more able to address more daunting tasks that had 
previously been avoided, such as more complex work tasks or negotiating 
the management of household bills or debts. With tasks that are likely to be 
seen as aversive, helping the patient to focus on any satisfaction obtained 
from accomplishing any steps is crucial to improving mood. For the patient 
to address tasks in this gradual fashion can help to counter avoidance. 
Tackling tasks that had previously been avoided can help the patient to 
develop more of a sense of control over their problems, which can further 
erode the hopelessness and helplessness inherent in depression. 


BEHAVIOURAL TECHNIQUES IN PERSISTENT 
DEPRESSION 


When attempting to use these behavioural techniques with people suf- 
fering from chronic depression, many difficulties can become evident. 
Monitoring of activities requires gaining reasonably precise information 
about feelings and behaviours. As was described in the previous chapters, 
patients with persistent depression often do not wish to think about their 
experiences or their moods in any detail. They are often poor at providing 
precise information about their depression. Useful information may there- 
fore be hard to come by during the session, and the patients may also find it 
hard to complete any kind of diary for monitoring their feelings and activi- 
ties between sessions. Activity scheduling often focuses directly on increas- 
ing activity levels. However, many persistently depressed individuals are 
already quite active and the strategy of simply fostering re-eengagement in 
previously satisfying activity does not readily apply. In addition, many 
of the activities that are completed result in little pleasure or mastery, 
so there is also less scope for simply refocusing the patient’s attention 
on positive feelings that might be available. Further, the avoidance of 
particularly difficult tasks may be accompanied by such a conviction 
that, if the therapist even suggests that the task should be considered, it 
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may threaten the therapeutic relationship. Such entrenched avoidance can 
make graded task assignment difficult. 


The Benefits of Persistence 


Faced with such difficulties, it can be tempting to abandon these standard 
behavioural strategies in favour of more complex and sophisticated psy- 
chological interventions. The influence of long-held attitudes and beliefs 
on avoidance in persistent depression is often evident. Therefore, changes 
in behaviour will indeed be harder to achieve than when working with 
the inactivity induced by low mood in acute depression. However, it is 
rarely the case that behavioural techniques for increasing satisfaction can- 
not work at all. The problem in persistent depression is more usually that 
patients either decline to engage in activities or dismiss any small benefits 
that result from them. When patients can be induced to engage in appro- 
priate activities, small benefits can result. The challenge for the therapist is 
to highlight the patient’s avoidance and to foster some engagement from 
the patient. Rather than abandoning the use of these techniques in the face 
of the difficulties presented by chronic depression, it can be more help- 
ful to persist with the approach and adapt it to the particular difficulty 
encountered. 


As in acute depression, engagement in appropriate activities can lead to 
increases in satisfaction and to some alleviation of depressed mood. As 
changes may be small, they may be overlooked or dismissed by the patient. 
The therapist needs to be alert to this and to respond enthusiastically to 
any positive shift. The therapist’s response can serve to reinforce the small- 
est signs of change that the patient has made. It can also make the patient 
more aware of their tendency to dismiss any progress. Where the patient 
initially finds it hard to see the utility of such small changes, the training 
this process provides in attending to small shifts in mood can be a valuable 
building block in the gradual progress of therapy. The experience of engag- 
ing in and attending in detail to specific experiences can help to counter 
the overgeneral style of thinking common in persistent depression. This 
training in processing specific, small experiences is essential to the process 
of addressing behavioural, cognitive and emotional avoidance ina gradual 
fashion. 


Even when behavioural techniques are not successful in directly improv- 
ing the patient’s mood, they are important in the overall therapeutic 
strategy with persistent depression. Where difficulties are encountered in 
implementing desired behaviours, blocks to progress can be identified. 
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This provides an opportunity to build a shared formulation of precisely 
how the problems affect day-to-day tasks. If the therapist can help the 
patient to make sense of the difficulties they are encountering, this con- 
stitutes an important step in addressing the problems. In particular, the 
patient can be helped to see that they are avoiding certain activities or issues 
and the precise ways in which they are doing so. The potential drawbacks 
of avoidance in specific situations can then be made evident. Difficulties 
in implementing behavioural techniques can be used to begin to highlight 
the role that thoughts or beliefs may have in maintaining the depression. 
Shedding light on how beliefs may be interfering with everyday tasks can 
be helpful in itself. For example, one young woman was having great diffi- 
culty re-instating some of the social activities that she had enjoyed prior to 
becoming depressed. Discussion of the difficulty suggested that it resulted 
in large part from a belief that she was worthless and so did not deserve 
to enjoy herself. Once this had been identified, she made some progress 
in scheduling activities despite her view that she did not deserve to enjoy 
herself, even without attempting to modify this belief. Even where such 
quick change does not occur, highlighting the role of avoidance and beliefs 
in blocking desired outcomes provides an important foundation for later 
attempts to identify and modify the underlying beliefs. 


PROBLEMS IN MONITORING ACTIVITIES AND 
LEVELS OF MASTERY AND PLEASURE 


Early in therapy, patients with depression are often asked to keep a diary 
of their daily activities and rate each activity for levels of mastery and plea- 
sure, for example ona ten-point scale. This helps to focus the patient’s atten- 
tion on what they have done and the pleasure or satisfaction that resulted. 
Countering the negative mental filter imposed by depressive information 
processing in this way can help directly to lift depressed mood. It is also 
helpful in identifying factors that might be contributing to low mood and 
that might serve as possible targets for further intervention. These factors 
include generally low levels of activity, lack of engagement in previously 
pleasurable or satisfying activities, and specific triggers of low mood. 


Problem: Patients have Great Difficulty Completing a Diary 
of Activity or do not Complete it at All 


We have discussed how avoidance is a common coping response in chron- 
ically depressed patients, which is used as a means of reducing perceived 
stress. It is inevitable that avoidance will impact on the performance of 
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tasks within the therapy as well as those from the patient’s everyday life 
outside. As completing a diary involves both effort and the possibility of 
having to focus on distressing situations, the patient’s habitual response 
to stress may result in the diary not being completed. 


Don't 


e Give up on monitoring of activities 

e Conclude that the patient is too unmotivated to make progress 

e Pressurise or lecture the patient that not doing therapy tasks will prevent 
them from getting better, as this will likely reinforce conclusions that try- 
ing anything makes them feel worse and that failure is the only possible 
outcome 


Do 


¢ Find out more about the reasons for the difficulty 

e Simplify the monitoring procedure 

e Model the activity monitoring in session 

e Frame the task as an experiment to find out more about the difficulties. 


Patients typically make negative predictions regarding the perceived catas- 
trophic consequences of engaging in avoided activities, including diary- 
keeping. The therapist aims to work with the patient to identify these 
predictions and to establish behavioural experiments to test out their 
validity. This is often easier said than done. The therapy extract below illus- 
trates how the use of avoidance as a coping strategy interferes with diary- 
keeping and needs to be actively addressed if progress is to be made. In 
this example, the therapist attempts to help Marion to see the link between 
her not attempting the diary and her prediction that recording inactivity 
would make her feel worse. The therapist then tries to help her to begin to 
question this prediction. 


T: So Marion, how did you get on with keeping a record of your activities 
like we agreed? 

: [haven’t done it. 

: What stopped you doing it? 

: I don’t do anything so there was nothing to write. 

: I think we discussed that as a possible obstacle last week didn’t we 
and we agreed things like getting up and sitting in the chair, eating, 
drinking, sleeping are all activities? 

M: (nods) 

T: Sounds like you find the whole idea of writing down what you are 
doing difficult. Let’s talk about that. Did you put the diary on the 
coffee table as we agreed? 

M: I did. I even wrote one thing on it. But then I felt terrible. 


EEEE 
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: Did you bring the diary with you? 
: No. It’s only got one thing on it. 
: But you did make a start. You said you felt terrible after writing that 


one thing. Can you remember what you wrote? 


: Got up, had a cup of tea and sat watching TV. 
: Can you recall what it was about writing those things that made you 


feel so terrible? 


: It just shows how pathetic I am. I do nothing all day. I know that. I 


don’t need to keep a diary to remind me of the fact—I’ll just feel worse. 


: So, when you made one entry on the diary sheet this triggered a whole 


host of thoughts in your mind such as ‘I’m pathetic’, ‘I don’t do any- 
thing all day’ and you thought that completing the diary won’t help. 
In fact you thought it would make you feel worse because it would 
remind you of how inactive you are. 


: Exactly. Things are better if I try not to think too deeply about them. 
: Well, you said when you made the one record on the diary sheet you 


felt terrible. Can you describe terrible? 


: What do you mean? 
: Well, when you were filling it in did you notice any physical sensations 


in your body? 


: I don’t think so. 
: Okay, Marion I'd like with your help to try a small experiment here in 


the session. I’ve got here a blank diary sheet like the one we used last 
week. What do you think would happen if you tried now to complete 
the diary sheet just recording what you have done so far today? 


: What, now? 


Yes. 


: Tl feel terrible. 
: Would you be willing to have a go? It might help us to find out impor- 


tant information about your problems. 


: Like what? 
: Exactly what feeling terrible is like for you and how this gets in the 


way of completing the diary (hands Marion the activity schedule and a 
pen.) 


: (starts to write, hands shaking) Look at me—I feel terrible. My hands are 


shaking. I can’t write. My writing is just scrawl. You won’t be able to 
read it, it’s pointless. 


: Well done for having a go. It didn’t look easy. Okay, so having a go 


right now makes you shake, and all these thoughts crowd your mind. 
How are you feeling right now? 


: Anxious. It’s how I always feel when I try and do anything. 
: Okay so would it be fair to say not keeping the diary stops you getting 


anxious? 
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: If you put it like that then, yes. 
: So one advantage of not keeping the diary is you avoid getting anxious. 


Any other advantages? 


: Well thinking about it in those terms whenever I try to do anything 


I always feel awful and give up before I’ve finished it. Giving up on 
things always makes me feel really down, so often I think it’s best not 
to start then I don’t feel such a failure. 


: So another advantage is you avoid running the risk of failing? 


Yes. 


: Can I ask if there are any disadvantages to using this avoidance tactic? 
: Yes, as a result I do nothing. 

: What is the effect on your mood of doing nothing? 

: I feel terrible. 

: So it seems the avoidance keeps you stuck between the devil and the 


deep blue sea. If you try and do things to improve your mood, you 
feel anxious and so not doing it is your way of reducing your anxiety. 
However, avoiding doing things makes you feel more depressed. 


: Yes. And so it goes on. Can you see why I try not to think about things? 


It’s the only answer. 


: It’s interesting what you say there. You’ve already talked about avoid- 


ing doing certain things when you feel anxious and just then you talked 
about trying not to think about things. Is that also avoidance? 


: I’ve never really thought about it. I guess so. 
: Well, we have learned quite a bit about how you might use avoidance 


to reduce the impact the unpleasant thoughts you experience and those 
seemingly overwhelming feelings of anxiety and depression have on 
you. It certainly makes sense of why keeping the diary was difficult. 
Oh. So, I’m not wasting your time? 


: This is your time Marion. How about if we focused our efforts on trying 


to find a way of reducing the avoidance? 


: Does that mean I'll have to try and do things? 
: Yes, but gradually. 


I don’t think I can. 
Let’s see how we go. What we need is a starting point. What activities 
have you enjoyed in the past? 


In this extract, the avoidance that has interfered with the diary-keeping 
is identified and framed as a problem to be addressed collaboratively. Al- 
though little progress appears to have been made in terms of getting the 
patient to record their activity or to agree to schedule specific activities, the 
focus has been shifted from avoidance as being an obstacle to the therapy 
to avoidance as being a problem to be addressed. A start has been made 
in pinpointing how negative evaluations trigger negative feelings, which 
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are then dealt with firstly by avoiding activity and then by avoiding even 
thinking about what has not been done. 


Predictions that lead to the task not being carried out often centre around 
issues of not doing the task properly. Patients may report concerns such 
as: ‘I won't do it properly and the therapist will be critical’ or ‘My hand 
writing is illegible, I’ll look foolish’. The high standards of completion that 
the patient assumes would be necessary to avoid criticism seem impossible 
when the patient is subject to depressive symptoms, so the patient often 
avoids the task completely. Helping the patient to understand the reasons 
for the difficulty and then helping them to simplify the task can be helpful, 
as was the case with Elizabeth. She had returned to her third session with 
a blank activity schedule. She explained that she had been ‘very busy that 
week doing things for other people’ and that the activity schedule had 
seemed difficult to complete. She reported a stream of automatic negative 
thoughts including ‘I’m lazy’ (100%), ‘I’ve let you (the therapist) down’ 
(80%), ‘You must be annoyed at me’ (50%), ‘I should try harder’ (95%) and 
‘I’m useless’ (85%). As a result, Elizabeth reported feeling sad (50%), guilty 
(80%) and anxious (30%). There was no sign of Elizabeth seeing the activity 
schedule as something to help her. Rather it was an activity open to scrutiny 
and evaluation by others. Further discussion about the activity schedule 
suggested that Elizabeth was assuming that ‘If I can’t do it properly there 
is no point in doing it at all’. This was explored further in the following 
extract: 


: What does completing the activity schedule ‘properly’ entail? 

: Filling every section in for every day. 

: OK, and when would you do that?—every 3 hours or so? 

: Oh no! At the time I was doing it. 

: Is that actually possible? 

: It should be. 

: Right. Anything else in your definition of ‘properly’? 

Not sure. 

What about the mastery and pleasure ratings? 

: Those do take a while. I sometimes worry I’m not doing it accurately. 

: How do you define ‘accurate’? 

: Giving careful consideration and reflection, spending time, not being 
slapdash. 

: I see. What about your handwriting? 

: (patient sighs) It’s a mess. My mum is always telling me it’s a mess. It 
takes so long to do it properly. 

: Anything else in your definition of ‘properly’? 

: It is important that I finish any task I start. 

: You mean finish it without a break? 

: Yes, if possible. 
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Mmm, that seems pretty crucial then given you've already told me 
how your lack of concentration and reduced energy levels interfere 
with activities. Okay, let’s summarise. Doing the activity schedule 
‘properly’ means giving consideration to (therapist producing written 
summary): 


—How the schedule is filled in i.e. every section completed 

—When the schedule is completed, i.e. at the time the activity is carried 
out 

—Accurate ratings of mastery and pleasure, i.e. careful consideration; 
not slapdash 

—Best handwriting 

—Finishing the task all in one go. 


: Have I summarised that properly?—pardon the pun! (Patient and ther- 


apist laugh.) 


: I think so. 
: That’s quite a demand to place on yourself. 


Is it? 

Have you ever been able to meet that demand? 

What demand? 

The demand of doing things ‘properly’ to such a high standard? 


: Is ita high standard? It was always expected of me. 

: Yes, it was expected of you. Have you ever achieved it? 

: Sometimes, before I became ill. 

: Has achieving this standard become harder since you became de- 


pressed? 


: It’s impossible. 
: What makes it impossible? 
: I don’t know. I know you are going to say my illness stops me from 


doing things but I think I’ve just become lazy. 


: OK. How about if we tried an experiment. What if we simplified the 


rules for completing the activity schedule? What would be the effects 
of that? 


: (sigh) I don’t know. 
: If the task did not place such a high demand on you do you think it 


would be easier to achieve? 


: In theory it would I suppose. 
: OK. Let's see what would happen if you tried to record just two days of 


the activity schedule rating mastery and pleasure as we defined them 
last week? 


: What’s the point? I’ll only get annoyed because I will know I’m not 


doing it properly. 


: Perhaps that’s exactly what we need to find out—how this demand of 


doing things properly causes you difficulties in every day situations. 
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E: I see what you're saying but it won’t be easy. 
T: No, it won’t be easy, but what is there to be learned from trying the 
experiment? 


From this point Elizabeth and the therapist negotiated the details of the 
behavioural experiment, which was implemented with a degree of suc- 
cess. She did manage to complete the diary sheet for some days, which 
showed a pattern of frenetically doing things for other people interspersed 
with periods of exhaustion. Pacing her activities then became a focus for 
discussion in further sessions. 


Problem: Monitoring Reveals that the Patient gets no 
Mastery or Pleasure from their Activities 


When the patient is undertaking various activities, but does not get any 
satisfaction from them, then monitoring of activities does not result in the 
desired alleviation of depressed mood. Activities that were previously sat- 
isfying may have become less so, either due to depressive symptoms (such 
as tiredness or anhedonia) or due to the application of discouraging rules, 
standards or beliefs. In some patients, most activities are dictated by an 
enhanced sense of duty, so that personal satisfaction is simply not consid- 
ered. This may result in them not engaging in activities that offer the best 
prospect of any satisfaction. In some patients, a generalised expectation 
that nothing will give satisfaction means that they do not do the things 
most likely to give some satisfaction. 


Don't 


e Try to persuade the patient that things they are doing are in fact satisfying 
e Make numerous suggestions to the patient of activities they may find 
pleasurable. 


Do 


e Check that ratings accurately reflect satisfaction gained when performing 
the activity 

e Establish whether previously satisfying activities are being overlooked 
or have become unsatisfying 

e Elicit and highlight thoughts which may deprive the patient of potential 
satisfaction 

e Use graded task assignment to simplify tasks 

e Test out the effects on mastery and pleasure of reducing excessive activity 
levels. 
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Patients’ verbal reports and written ratings of mastery and pleasure may 
be coloured by information processing biases. Ratings that are made some 
time after the completion of an activity can be based on the depressive 
feelings the patient experiences at the time of making the rating and may 
overlook satisfaction that was there at the time of the activity. It can there- 
fore be helpful to check when the ratings were made. If they were not 
made at the time of the activity, further information on the patient’s actual 
reaction at the time can be gleaned through ‘playing back’ the event in de- 
tail. Close attention should be paid to details of how other people reacted 
to the patient at the time of the activity and to the patient’s reactions in 
the session when describing what was done. For example, a young man, 
Paul, showed the therapist his activity diary, which showed zero satisfac- 
tion with any activity over the course of the week. He had mainly been 
confined to the house by his depressive and anxiety symptoms, but on a 
rare occasion when he had taken his young son to the local shop he also 
rated his mastery and pleasure as zero. He explained that he could not take 
any satisfaction from such a small outing that just showed how pathetic 
his contribution to family life had become. The therapist’s enquiry into 
how he had felt at the time seemed to confirm this lack of satisfaction until 
the therapist asked how the little boy had reacted. As Paul described his 
little boy’s excitement at going out with his Dad to buy some sweets, the 
grim expression on his face seemed to lapse momentarily. The therapist 
asked about this and Paul actually smiled, saying ‘Well, it’s good isn’t it!’. 
A discussion about how to catch and build on these flickering positive 
experiences ensued. 


Where patients have become inactive or are gaining little mastery or plea- 
sure from activities that they do undertake, it is important to try to find 
out about activities they found satisfying prior to becoming depressed. 
Even in cases of chronic depression, suggesting re-engagement in such 
activities can sometimes lead to an increase in mastery or satisfaction and 
help to begin to combat depressive symptoms. More commonly, activi- 
ties that were previously satisfying now afford little mastery or pleasure. 
This is often due to a combination of the effect of depressive symptoms 
and the effects of rigid rules applied to the performance of activity. Often 
patients set idiosyncratic conditions on what must occur to draw satisfac- 
tion from something. Conditional rules such as ‘Tf I am to enjoy an activity 
then it must be productive/an achievement/competitive’ can spoil activ- 
ities previously found enjoyable, as the symptoms of depression make it 
extremely difficult for the patient to satisfy the conditions. For example, 
prior to becoming depressed, Peter had derived most pleasure from com- 
petitive sports, including swimming and running. He had been a member 
of a sports club, and the pleasure he derived from sporting activities was 
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governed by the degree to which he could compete with others (i.e. take 
part in a race) or himself (i.e. run five miles in a faster time than he did 
last week). The tiredness and lethargy that characterised Peter’s depres- 
sion now prevented him from engaging in the activities in the way that he 
had prior to the onset of his illness. Peter had little sense of enjoying an 
activity for its own sake, and his activity schedule revealed that his efforts 
to engage in some physical activities, for example a swim of five lengths 
or a 10-minute jog, indeed brought little satisfaction. Following discussion 
of these issues, although he would still not pursue these activities sim- 
ply for enjoyment, he could gain a modicum of satisfaction if he saw his 
activity as ‘keeping his hand in’ or training for when he started to com- 
pete again. Most important was the recognition of his rules and standards, 
which formed an important focus later in therapy. For patients like Peter, 
whose sense of enjoyment was linked to achievement or competitiveness, 
broadening the criteria for what is pleasurable may need to be an overall 
goal of treatment. 


Where patients’ depressive symptoms are preventing them from satisfying 
rigid rules and standards, tasks can be simplified and assigned in a graded 
fashion. As described above, having to do things properly interfered with 
Elizabeth filling in the activity schedule at all. When she did start to monitor 
her activities, little mastery or pleasure was recorded in her diary. Discus- 
sion of this suggested that she only derived a sense of pleasure from an 
activity that was productive and viewed activities such as soaking in a hot 
bath or having a beauty treatment as frivolous. The initial goal of treat- 
ment was to try to help Elizabeth to find ways of engaging in previously 
enjoyed activities. Her poor concentration and memory impaired her abil- 
ity to engage in activities she had enjoyed prior to becoming depressed, 
such as reading, watching films, handicrafts and cookery. Elizabeth had 
tried on a number of occasions to engage in these activities but had found 
it difficult and given up. The problem was tackled by simplifying the activ- 
ities. Thus, instead of trying to read works of English literature and watch 
foreign films with subtitles, a compromise was negotiated. Elizabeth began 
by reading short, humorous poetry and watching films with simple plots 
(recommended by her daughters). To her surprise and pleasure, by simpli- 
fying the task Elizabeth was able to concentrate and remember what she 
had read or watched. She then progressed to short stories and by the end 
of treatment had resumed crosswords and fiction books. 


On occasion, patients with persistent depression can return activity sched- 
ules that are crammed with activities, none of which is rated as giving 
significant mastery or pleasure. Their excessive activity can be seen as a 
form of avoidance, as being so busy may effectively squeeze out of aware- 
ness uncomfortable feelings and thoughts. The person simply does not 
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have time to ‘feel depressed’ or think about things. The consequence of 
this is often a persistent sense of dissatisfaction, fatigue and even resent- 
ment. The initial tack taken in therapy is usually to schedule in rests or 
other rewards for activities successfully completed, with the suggestion 
that the patient allows some time to process the sense of success or plea- 
sure. This may have to be accomplished by delegating tasks or sharing 
responsibilities with others. While this strategy can lead to increases in 
satisfaction from some activities, the patient is usually reluctant to adopt 
attitudes to activity that they may view as self-indulgent. Patients are 
encouraged to test out ‘giving themselves a break’ on the understanding 
that their belief that they do not really deserve this is returned to for further 
discussion in later sessions. 


PROBLEMS IN ACTIVITY SCHEDULING AND GRADED 
TASK ASSIGNMENT 


Monitoring of activities and levels of mastery and pleasure often leads on 
to attempts to schedule particular tasks, which may have to be addressed in 
a graded fashion. As in acute depression, activity scheduling aims directly 
to increase levels of satisfaction by combating both general inactivity and 
disengagement from particular previously rewarding activities. The limita- 
tions imposed by depressive symptoms, such as reduced energy levels and 
poor concentration, are taken into account by breaking complex tasks down 
and approaching demanding activities through a series of graded steps. 
Particular tasks that have been avoided due to their perceived difficulty 
or unpleasantness, such as paying overdue bills, can also be approached 
in this fashion and progress towards their completion can provide some 
sense of mastery or relief. 


Problem: The Therapist is Confronted by a Barrage of 
Negative Automatic Thoughts as to why Graded Task 
Assignment is not Going to Work 


The negative thoughts surrounding attempts to plan particular tasks can 
focus either on low expectations of a positive outcome, leading to hope- 
lessness and pessimism about the task, or high expectations of a negative 
outcome, leading to anxiety and active avoidance. Low expectations tend 
to be fed by rigid definitions of what would be required to constitute a 
favourable outcome, for example that the task would have to be executed 
completely and perfectly. Negative expectations often focus around the 
reactions of others, such as criticism, rejection or ridicule. 
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Don't 


e Attempt to modify a barrage of automatic thoughts 
e Accept the patient’s assertions (e.g. ‘This won't work’, ‘This is pointless’) 
that may lead you to abandon the intervention. 


Do 


e Remain focused on the task at hand and return to planning its execution 

e Draw the patient's attention to the negative thoughts 

e Use the TICS/TOCS technique (see below) 

e Draw the patient’s attention to the consequences of the negative thinking 
(e.g. using a vicious circle diagram). 


When attempting to discuss plans for some activity, a barrage of negative 
thoughts can be highly distracting both for the patient and the clinician. To 
attempt to answer or counter the negative thoughts usually takes the dis- 
cussion even further from the task at hand. It also necessitates the clinician 
trying to introduce complex interventions simultaneously and reduces the 
chances of any of them being effective. The likely result is that the patient 
becomes overwhelmed (and possibly the therapist too), leading him or her 
to give up and disengage from the therapeutic activity. A more helpful 
strategy is to try to remain focused on the task while acknowledging the 
negative thoughts and their effects as a general problem. 


The patient’s attention can be drawn to the negative thoughts with a state- 
ment such as: ‘I notice while we are planning this your mind seems to be 
generating lots of reasons why it’s not going to work.’ Further questions 
can be helpful in framing the negative thinking as a problem distracting 
the patient from their agreed task, such as: ‘Does that happen every time 
you approach a task?’; ‘How do you make sense of that?’ and ‘Has that 
always happened throughout your life whenever you approached a task 
or just since you became depressed?’ The aim here is to focus the patient’s 
attention on the problem posed by the negativity of their thinking, rather 
than on the specific problems raised by each individual thought. Phrasing 
questions and comments carefully can help patients to distance themselves 
a little from their negativity. For example, in the opening statement above, 
the therapist does not say ‘I notice while we are planning this you seem 
to be generating ...’, but uses the wording ‘your mind ...’. This avoids im- 
plying that the problem is something intrinsic to the patient’s personality 
or an intentional obstruction on their part. Rather it opens up the possibil- 
ity that when someone experiences depression, this is the way their mind 
operates, i.e. it more readily generates negatives. Helping the patient to 
recognise the impact of this negativity on the task at hand can help to lay 
the foundations of awareness of thoughts as thoughts rather than as facts 
(or meta-awareness, see Chapter 12). 
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In helping the patient to pull back from engaging with the specific content 
of any thoughts about doing a task, it can be useful to discuss the concept 
of TICS and TOCS (Task Interfering Cognitions and Task Orienting Cogni- 
tions; Burns, 1989). This is the idea that certain thoughts (TOCS) are helpful 
in guiding someone through the task being attempted (e.g. TIl give this 
my best shot’). On the other hand, many thoughts that come to mind when 
someone is depressed (TICS) are simply obstacles to getting the task done 
(e.g. TIl never be able to do it’, Tm useless’). It is important to reassure 
patients that they do not have to remember what the jargon stands for, 
simply the idea that certain thoughts get in the way of what they are trying 
to do. It is often somewhat reassuring for patients to realise that their kind 
of thinking is a familiar phenomenon. It can help them to know that others 
with this problem have found it useful to put their concerns about doing 
an activity ‘on ice’ in order to enable it to be done. This can sometimes lend 
enough weight to the argument for suspending doubts and giving the task 
a try. 

In discussing the negative thoughts about the task, the emphasis is on the 
consequences of the thinking rather than its validity. The patient is encour- 
aged to test the validity of the thoughts in practice through carrying out the 
activity. Further questions to reinforce this focus are: ‘What is the impact of 
that negativity on the likelihood of you attempting this task?’ and ‘Tf you 
don’t attempt the task what is going to be the impact of that?’ The effect 
of not doing the task on the patient’s mood is then questioned (e.g. ‘If you 
don’t do this, how will you feel?’, ‘What is the effect on your mood of giv- 
ing up?’). It can be helpful to draw out a vicious circle to make explicit the 
links between thoughts, feelings and behaviour in relation to the graded 
task assignment. As there is considerable danger of confusion and getting 
sidetracked in these discussions, a final summary along the following lines 
is usually essential: 


T: Now we have spent some time planning how you might get started 
on some activities over the next two days. We noticed while we were at 
this planning stage that your mind was bombarded with lots of negative 
thoughts—reasons why this plan would not work. I think we both agree 
that these negative thoughts may stop you getting going with this. How 
about we try this plan of grading activities and see what happens? It 
might work or it might not. Next time you come to the session we 
can review how well the plan worked and how much those thoughts 
interfered with the plan. Is that okay? 


It is desirable where possible to present such assignments as a ‘no lose’ 
situation. Thus, even if the assignment is not completed, something can 
be gained from it. If the patient returns to the next session having not 
attempted the task, then a predicted obstacle has already been taken into 
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account and the patient’s observations regarding this can be discussed. It 
is par for the course in chronic depression that the assignment and the 
observation process may need to be repeated a number of times before the 
patient is able to carry out the assignment as intended. 


Problem: Engaging in Tasks Results in a Worsening 
of Depressive Symptoms 


In acute depression, with help from the therapist, the patient can usually 
engage in some activities that give some satisfaction, and this results 
in some alleviation of depressive symptoms. In some cases of persistent 
depression, engaging in any activity can provoke more depressive symp- 
toms, including feelings of exhaustion and lowering of mood. 


Don't 


e Disbelieve the patient or dispute that they feel worse 
e Press on with assigning activities as though everything was going well 
e Give up on assigning activities. 


Do 


e Take the limitations imposed by depressive symptoms fully into account 

¢ Break down tasks into smaller chunks or discuss less demanding tasks 

e Draw attention to the effects of deprecatory thoughts about starting with 
small activities 

e Weigh the cons and pros of engaging in small activities. 


It is important to emphasise that the cognitive model does not see depres- 
sive symptoms as ‘all in the mind’. The effects of depressive symptoms on 
energy levels, concentration and pain levels are all too real and have phys- 
ical effects that can in many cases be measured. In their approach to tasks 
or activities that have been agreed, patients with persistent depression 
often do not acknowledge this and make no allowance for their depressive 
symptoms. This often has the result that they attempt to carry things out as 
they would if perfectly well, leading either to a direct worsening of symp- 
toms or to a sense of failure about the impairments in performance. When 
the therapist suggests re-engagement in activities, the patient may per- 
ceive the therapist as endorsing their view that they should be attempting 
to behave as they did before becoming depressed. It is therefore vital that 
the therapist works to help the patient to see the adverse consequences of 
setting goals appropriate to a non-depressed level of functioning. The con- 
trast of the ‘pull yourself together’ approach with identifying activities that 
are feasible, even with the depressive symptoms, needs to be highlighted. 
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The role of the therapist is to help the patient to match the demands of the 
activity to the constraints imposed by depressive symptoms. This can be 
done by breaking down tasks into chunks (e.g. sorting bills that have been 
paid from those that have not; writing the cheques; posting the cheques), 
limiting the time spent on that activity or limiting the amount of the activity 
attempted (e.g. hoovering just one room). 


Many patients with persistent depression become dismissive or conde- 
scending at the suggestion of tailoring activities to their current level. They 
see such an approach as confirming that they have indeed become weak 
or pathetic, and may even become angry with the therapist for seeming 
to endorse this view. The therapist can enquire whether the patient can 
see any good reasons for adjusting the expectations people place on them- 
selves, including illness, emotional upset or life situations. Patients usually 
concede that such adjustments are helpful when applied to other people, 
but deny that such a view is applicable to their own persistent depres- 
sion. Typical responses are: ‘Yes, but I haven’t suffered a major trauma 
like people in that disaster’ or ‘It’s all very well making allowances for 
depression if you get over it in a couple of weeks, but this has gone on 
for years.’ Rather than focusing on changing the patient’s view, attention 
can again be drawn to the effects of dismissing small activities: ‘When 
you think that how do you feel? Are these thoughts helpful in getting you 
back to doing the things you used to do?’ Again the patient is encour- 
aged to test out the effects of persisting with small activities despite their 
reservations. If the patient then dismisses any small steps by comparing 
them to what they would have achieved if they were not depressed, the 
therapist can draw attention to the drawbacks of ‘carrying on as normal’ 
and becoming exhausted and depressed. The benefits of completing the 
small activity can then be highlighted in relation to the detrimental ef- 
fects of carrying on as if not depressed. With considerable persistence and 
repetition of this approach, some patients begin to see its benefit and to 
apply it more spontaneously in addressing continuing low levels of satis- 
faction. 


At the beginning of therapy, Elizabeth had ceased to engage in virtually all 
household tasks, work and leisure activities, including ironing, cleaning, 
or going for a walk. Activity scheduling focused on one particularly press- 
ing task, that of ironing. Elizabeth’s diary sheet showed that she had on a 
couple of occasions spent over an hour ironing, but had got no satisfaction 
at the time and had spent hours afterwards in a state of depressed exhaus- 
tion. Discussion of this revealed that tiredness and poor concentration seri- 
ously impeded her ability to carry out the ironing, such that by the end of an 
hour she felt exhausted, found it hard even to hold the iron and kept creas- 
ing up the clothes. She compared this to how she had done her ironing prior 
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to becoming depressed: to stand for two hours on a Sunday evening and 
iron while watching TV. After her hour-long efforts, she not only felt 
fatigued, but was subject to an onslaught of self-deprecatory thoughts 
about the shortcomings of her efforts. Through Socratic dialogue, the sug- 
gestion emerged that simplifying the task and pacing herself may reduce 
the likelihood of exhausting herself and feeling worse. A behavioural test 
was established to see the effects of completing 20 minutes’ ironing every 
other day over the next week. The chances of success were maximised by 
identifying a 20-minute period during the day when tiredness and con- 
centration levels were exerting a minimal impact. The specific activity and 
times were scheduled on a blank activity schedule and use of a timer was 
agreed to remind Elizabeth when she was to stop ironing and have a cup 
of tea with her husband. Despite great initial scepticism and a continuing 
sense of failure, Elizabeth was surprised to find that she was a little pleased 
that she could iron for the allotted time without becoming exhausted and 
that this did contribute to reducing a large backlog of ironing. 


Problem: The Patient’s Hopelessness and Avoidance are so 
Entrenched that Suggesting any Activity Provokes a Hostile 
Reaction towards the Therapist. 


The effect of hopelessness on treatment can be especially pernicious. 
Through its destructive impact on the patient’s perceptions of their abil- 
ity to complete a task, and on their perceptions of the effectiveness of the 
strategies of cognitive therapy, it drives much of the inactivity and inertia 
with which chronically depressed patients respond to therapy. It can be 
so extreme that any attempts to help by suggesting engagement in some 
activity are seen as a failure on the part of the therapist to understand the 
problem. The therapist's suggestions are interpreted as a personal attack, 
because by suggesting the impossible, the therapist is seen as ‘rubbing the 
patient’s nose’ in how pathetic they have become. 


Don't 


e Give up or become quiet and withdrawn 

e Insist the patient carry out the suggested task 

e Rely solely on questioning 

e Retaliate (!) or become angry or critical of the patient. 


Do 


e Try to maintain activity and structure in the session 
e Focus on understanding the patient’s reaction 
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e Make educated guesses about this reaction and share them with the 
patient 
e Return to formulating and socialising the patient to the cognitive model. 


Some patients are so convinced of the hopelessness of their situation that 
any suggestion of making changes is resisted emphatically. They interpret 
the therapeutic situation in terms of their hopeless outlook. Thus if the 
therapist becomes quieter or less active, this can be seen as confirming 
that the therapist is acquiescing to the patient’s view that nothing can 
be done. If the therapist just uses questions, the patient believes that the 
therapist does not know what is going on and this reinforces the patient’s 
hopelessness. Itis therefore important for the therapist to remain somewhat 
active in the face of the hostile outburst. It can be useful to describe feelings 
of intense hopelessness and how dispiriting it can be when people do not 
appear to have understood, then to check if this relates at all to how the 
patient is feeling. Although this may appear to be providing a further 
target for the patient’s hostility, providing an explanation in this way, even 
if wrong, can give the patient a chance to say how they are feeling. Using 
a format of empathic statements followed by questions, the information 
arising in the therapy session can be fed back into the cognitive model. 
An example would be: ‘Like many of the people I see, it sounds like you 
have thoughts that not being able to do even small amounts of activity 
shows that you are beyond help and can never get better. When you think 
this, how do you feel?’ Returning to illustrations of the powerful influence 
that thoughts can have over people’s feelings and actions can be helpful. 


The following extract from an early therapy session with Marion illustrates 
a number of the problems that commonly arise in using activity scheduling 
with patients with persistent depression. At this stage, Marion was engag- 
ing in very few activities of daily living (i.e. washing, dressing, housework, 
shopping and the like) and she was participating in no leisure activities. 
She was extremely pessimistic regarding any potential benefits cognitive 
therapy may have to offer. In the extract, the negativity and hopelessness 
that characterise her thought processes and her passivity are very apparent. 


T: So Marion, how about if we try to identify one activity you have previ- 
ously enjoyed and try to develop a strategy for getting you started on 
that? 

M: (Shrugs her shoulders and looks down.) 

T: Right. I know you told me that you have been depressed for a large 
part of the last twenty-five years. But I remember you saying during 
our first meeting that when the children were younger you were more 
active. 

M: Yes. 
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: What sort of things did you do with them? 
: (shakes her head) Can’t remember. 
: Okay, let’s try a different approach. If we tried to think about typical 


things a mother might do with children, what might they be? 


: I’m not sure. 
: Last week you talked about your friend Marjorie. She has a daughter 


Lisa and a granddaughter Julie. What does Lisa do with Julie? 


: Takes her to the park, reads to her, takes her swimming. 
: Did you do those things with your daughters? 
: I used to take them to the park and bake with them. Didn’t go swim- 


ming or read with them, I was useless like that. 


: You said you used to bake with them. Is that something you 


enjoyed? 


: Yes, but don’t ask me to do it now. My mind is too muddled—I can’t 


follow a recipe. 


: So, if you were to have a go at baking what would your prediction be 


about the outcome? 


: I wouldn’t even have a go. 
: Okay. So you used to bake, what else did you do with the children? For 


example, did you ever make things for school? 


: Sometimes. I used to knit. I taught them both to knit. 
: How long is it since you knitted anything? 


Years. 


: Did you enjoy knitting? 


Yes. 
Were you good at it? 
Sort of. 


: What sort of things did you knit? 
: The usual things. 
: You'll have to help me here—knitting is not my strong point. What sort 


of things? 


: Jumpers ...children’s clothes... toys. 


Any particular patterns? 


: [could do most things. ‘Knit one, pearl one’ is a bit boring. I liked doing 


Arran patterns. 


: (smiling) That’s some skill Marion. 

: That’s a long time ago. (looking down) Couldn't do it now. 

: You say you couldn’t do it now, what makes you say that? 
: It would be difficult. 

: What would be difficult? 

: My knitting needles and whatnot are packed away. 

: Where are they? 

: In the loft. 
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as HEHSH ZH 


EEKEREN 


HSnsSHSHs 


is 


: Could you get them out of the loft? 
: Look at the size of me, I’m so fat! (making direct eye contact) If I could 


climb the ladder, which I can’t, I could never fit through the loft door! 
(big sigh) 


: Could your daughter find them for you? 

: I don’t like to ask her. 

: What is putting you off asking your daughter? 

: She’s busy. I annoy her. I’m just a burden. 

: OK quite a few obstacles there. It seems that whenever you approach 


a task, for example the knitting, your mind is bombarded with lots of 
reasons why you can’t do it. 


: I can’t do anything. I’m useless. 
: Let’s look at this as a vicious circle. (Draws out connections between 


thoughts, feelings and inactivity.) Does this seem to fit? 


: (sighs) As I said last week, I understand the circle but it’s all too difficult. 
: It seems those negative thoughts have really got a grip at the moment. 
: (big sigh) Yeah. 

: Let’s try to suspend those negative thoughts and imagine you’ve man- 


aged to get hold of your knitting needles and wool. Can you think of 
anything you would like to knit? 


: Those thoughts never go away—they are always there. 
: I know it seems that way, particularly when you are feeling low but in 


an ideal world is there anything you would like to have a go at knitting? 


: Well, actually yes. Marjorie’s daughter is expecting another baby in 


July and I'd like to knit a bonnet and booties. 


: Great! How feasible is that as a project given what you were saying 


before about your mind being muddled? Would you be able to follow 
a pattern? 


: I could knit a bonnet and booties without a pattern and they are very 


small. 


: Right, so let’s try to devise a way of getting hold of the knitting needles 


and wool. What options do you have? 


: What do you mean? 


How can we tackle the problem of getting the equipment? 


: We can’t, they're in the loft. 


Are there other ways of getting hold of needles and wool? 

I don’t think so. 

Could you borrow them from, say, Marjorie? 

That doesn’t seem right when I’m knitting for her granddaughter. 
OK. Is there anyone else you could ask other than your daughter to go 
into the loft? 


: I’m not sure. 
: What about you daughter’s boyfriend? 
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is 


: (looking doubtful) Possibly. 

: When are your daughter and boyfriend next visiting? 
: This evening. 

: OK. Let’s try to practice what you are going to ask. 

: What now? 


Yes. How will you phrase the request? 
(silent; red cheeks, looks embarrassed) I don’t know. 
How are you feeling right now? 


: (looking down) Awkward. 


Do you think you will feel the same when you ask your daughter or 
her boyfriend to go into the loft? 


: Yes. I always do. I hate asking for help. 
: What is it about asking for help that is difficult? 
: [can’t bear it when people say no. 


And what is it about people saying no that is so upsetting? 


: I feel completely rejected and humiliated. 

: Do people say no often? 

: I try not to ask for things, then I’m not disappointed. 

: So you deal with the problem of feeling rejected by avoiding putting 


yourself in a situation where you risk being rejected? 
Yes. 


: In the situation we have been discussing, which is the most difficult 


between starting to knit or asking for help to go into the loft to get the 
needles? 


: Asking for help. 
: Okay, let’s draw up a plan for asking your daughter for help and 


identify your negative predictions and test these out when you go 
home. 


: This is difficult. 
: Yes. But let’s see what we can learn from it. How would it seem if we 


made the goal of the exercise that you bring the knitting needles and 
wool to our next session? 


: (looks puzzled) Why? 
: Well, the treatment goal we are working on at the moment is increasing 


your activity levels by starting with something enjoyable, yes? 


: Yes. 
: Today we have identified a number of difficulties that may play a part in 


stopping you getting going. These include muddled thinking, negative 
predictions about asking for help and difficulty in finding ways of 
approaching tasks. Would you agree with that? 


: Yes. 
: Soif you bring the needles and wool next week we can spend some time 


getting you started on the knitting and use that as an experiment in the 
session to see if there are any negative predictions about the activity 
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itself. If there are we can try to generate some solutions to those here 
and hopefully that will help you when you are trying to knit at home. 
Does that make sense? 

: I see. (shrugs shoulders) If you like. 

How optimistic are you that you can carry out this plan? 

: I'm not. I can’t do it. 

Do you have anything to lose by trying? 

: Well my daughter will get annoyed at me. 

: Even if your daughter gets annoyed, will she refuse your request? 

No, she usually does it—but I feel so awful. 

: [think you are right Marion, it is not going to be easy. You have been 
ill a long time and you have a number of difficult problems to tackle. 
At the moment, they all seem impossible to solve and we need to try 
to find a way of helping you go forward. The goal we are working 
on at present is trying to restart you on an enjoyable activity. If this 
plan related to the knitting achieves this goal, is there something to be 
gained from trying to put the plan into action? 

M: I see what you're saying. 

T: (smiling) Let’s try. If it doesn’t work we can try to identify the reasons 
and rethink the plan next week. 


HSAs REE 


Three sessions were devoted to re-engaging Marion in her knitting. When 
Marion did not carry out the assignment the first week, the next session was 
spent identifying the difficulties she had encountered and tackling these to 
increase the likelihood of her carrying out the plan the following week. This 
involved revisiting her predictions regarding asking for her daughter’s 
help and making clearer the part avoidance played in maintaining her 
difficulties. It is tempting to view devoting so much therapeutic time and 
effort to the task of knitting as painstaking and trivial, particularly in the 
face of the fact that Marion was not washing, dressing or cooking for herself 
at the time. However, the three sessions devoted to knitting paid off in that 
she completed her bonnet and booties and a jumper for her daughter, and 
despite further adverse life events she continued with her knitting. The 
therapist worked with Marion to develop a written summary of what she 
had learned from this activity. This is summarised below: 


e Negative predictions about what other people think of me put me off 
trying things 

e Starting to knit again has given me some sense of achievement 

e If my attention is on my knitting and not on how depressed I feel my 
mood gets slightly better 

e I can control my symptoms a bit on some occasions. 


In the example the therapist tried to do several things simultaneously in 
order to try to address Marion’s inactivity. This started by trying to focus 
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Marion on a specific and concrete activity that she might resume. This was 
chosen because at this early stage of treatment Marion was doing very 
little. Most days of the week she did not get washed or dressed but sat 
in the living room in her night clothes ruminating over how bad she felt 
and how awful her life was. In addition, the therapist began to try to help 
Marion to build an awareness of the relationship between her low mood 
and her negative thought processes. This contributed towards the aim of 
using concrete examples of everyday activity as a focus for identifying 
and modifying Marion’s negative perceptions of herself and her inability 
to exert any control over her symptoms of depression. 


In summary, the twin aims of using these behavioural techniques in cog- 
nitive therapy for depression are, first, to increase the patient’s degree 
of satisfaction gained from engagement in activities and thereby allevi- 
ate depressive symptoms and, secondly, to provide concrete experiences 
that help in identifying the patient’s negative thoughts in the situations in 
which they arise. Use of behavioural techniques in persistent depression is 
subject to obdurate interference by avoidance and by categorical and rigid 
negative thinking in the form of the chronic triad. The therapeutic strat- 
egy is generally to foster engagement through testing out some practical 
‘middle way’ between the patient’s tendency to set unrealistic aspirations 
or to give up completely. Achieving some degree of satisfaction depends 
on finding a balance between acknowledging the source of interference 
and persisting with the task at hand. Paying too much attention to the 
avoidance or thoughts that interfere with these tasks can result in a loss of 
task focus and becoming mired in or overwhelmed by negativity. Attempt- 
ing to ignore these sources of interference tends to result in stalemate and 
loss of collaboration. An appropriate balance enables even patients with 
persistent depression to make small degrees of progress in engagement in 
desired activities or in registering satisfaction. It is vital for the therapist to 
show their delight when these small steps are made. Importantly, progress 
can also be made in identifying and recognising significant negative think- 
ing processes that form the focus for subsequent cognitive strategies in 
therapy. 


SUMMARY POINTS 


e The aim of behavioural techniques is to help the patient to recognise and 
engage in activities that afford some satisfaction. 

e In persistent depression, avoidance can beset therapeutic tasks intended 
to counter it. 

e Avoidance is often related to extreme, categorical and rigid thoughts 
about the activity in question. 


USING STANDARD BEHAVIOURAL TECHNIQUES 197 


e Therapists must be wary of patients’ tendency to pursue unrealistic goals 
or give up completely. 

e Through attempting to engage in activities, the patient can be helped to 
recognise and label negative thoughts contributing to their difficulties. 

e The best chance of obtaining some degree of satisfaction is usually 
through engaging in small tasks that are manageable, even with the de- 
pressive symptoms. 

e The same strategy often needs to be applied in addressing avoidance 
of tasks related to the therapy as addressing avoidance of tasks in the 
patient’s everyday life. 

e The therapist must be at pains to label, reinforce and build on any small 
signs of progress the patient makes in engaging in everyday tasks or 
tasks related to therapy. 


Chapter 6 


WORKING WITH AUTOMATIC 
THOUGHTS 


In this chapter, you will find an account of: 


e The use of techniques for identifying and questioning negative auto- 
matic thoughts in depression 

e How the aims of working with automatic thoughts need to be 
expanded when treating persistent depression 

e Common problems in identifying automatic thoughts in persistent 
depression 

e Common problems in questioning automatic thoughts in persistent 
depression 

e Common problems encountered in helping patients to identify and 
question their own automatic thoughts 

e Suggested ways to progress in therapy when each kind of difficulty is 
encountered 

e The importance of the therapist’s identifying and questioning their 
own thoughts when confronted by difficulties in therapy. 


To many clinicians familiar with cognitive therapy for depression, helping 
patients to modify negative automatic thoughts is seen as its defining fea- 
ture. Although a number of other aspects of therapy, such as formulation, 
style and structure, are also important, working to modify negative biases 
in the patient’s overt thinking is an essential part of cognitive therapy (Beck 
et al., 1979). However, most clinicians who have experience of working 
with chronic depression will be familiar with the frustration or exaspera- 
tion that can result from trying to help patients to identify and question 
negative automatic thoughts. The cognitive model of persistent depres- 
sion describes a number of factors that may interfere with working with 
automatic thoughts. Avoidance may render it hard in therapy to identify 
and focus on specific negative thoughts. Even once identified, the rigidity 
and longstanding nature of the thoughts may make them hard to modify. 
Furthermore, patients may have had many experiences that back up their 
negative thoughts. If the therapist assumes that the thoughts are simply 
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biased by the effects of low mood on thinking and expects to achieve rapid 
and significant changes in the content of thoughts, frustration is likely to 
result. 


Due to these difficulties, working to identify and question automatic 
thoughts in persistent depression needs to be undertaken with broader 
aims. As well as changing the content of thinking, using ‘standard’ cog- 
nitive techniques can result in more subtle benefits from changes in the 
process of thinking. These include recognising and countering avoidance, 
recognising patterns of thinking, adopting a questioning stance towards 
experiences, and viewing thoughts as thoughts rather than as unquestion- 
able facts. These consequences of working with automatic thoughts can be 
important in themselves by not only combating the rigidity of thinking, 
but also by providing a foundation for subsequent work on underlying 
beliefs (see Chapters 7 and 8). Working with automatic thoughts in persis- 
tent depression is thus an important step in starting to address the chronic 
triad of low self-esteem, helplessness and hopelessness. In this chapter, 
we review the rationale for and use of standard techniques for identifying 
and questioning automatic thoughts in depression. We then identify some 
of the most common problems that are encountered when trying to work 
with the automatic thoughts of persistently depressed patients. As with 
the behavioural techniques discussed in the previous chapter, we aim to 
suggest how standard cognitive strategies can be adapted to provide some 
benefit to patients with persistent depression. 


STANDARD COGNITIVE TECHNIQUES 
IN DEPRESSION 


Rationale for Addressing Automatic Thoughts 


Within the cognitive model, negative thoughts are an important part of 
the vicious circle that maintains the patient’s depressed mood. The model 
suggests that the lower the patient’s mood, the more likely it is that negative 
thoughts will come to mind. The patient’s interpretation of ongoing events 
becomes biased and casts things in the worst possible light. The patient’s 
memory may become biased such that they can only remember events 
that went wrong. In very low mood states, patients are subject to a barrage 
of global negative thoughts about themselves and their lives, which may 
have little apparent relation to ongoing events. Negative thoughts occur to 
patients without conscious effort or reasoning, and are believed strongly. 
These automatic negative thoughts can lower a patient’s mood further 
and, as the patient’s mood drops, the intensity of negative thinking further 
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increases. Thus, low mood and negative automatic thoughts feed each 
other in a vicious circle. 


Anessential strategy in cognitive therapy is slowing or halting this vicious 
circle. This is achieved by helping patients to become aware of their think- 
ing and of the possibility that it is biased in a negative fashion. Therapy 
therefore aims to teach patients to identify negative automatic thoughts 
and to assess the validity of these thoughts. In examining the validity of 
the thoughts, it is important that the therapist does not assume that the 
patient’s thinking is wrong. Even when the therapist believes that the think- 
ing is inaccurate or biased, he or she does not try to persuade the patient 
of this. Rather, the emphasis is on questioning the basis for the automatic 
thoughts in order to help patients to assess their validity for themselves. 
The aim is for patients to learn the principles of this questioning process, so 
that they can apply it between sessions and after the therapy has finished. 
As with behavioural techniques, cognitive techniques are used within the 
active, questioning style of cognitive therapy to assist patients in develop- 
ing skills to understand and address their own problems. 


Identifying Automatic Thoughts 


Over the course of the first few sessions, the emphasis in therapy shifts 
from accomplishing particular activities and processing the satisfaction 
obtained to identifying specific negative thoughts associated with down- 
turns in mood. Although patients commonly report feeling depressed the 
whole time, monitoring of daily activities and moods in detail usually 
reveals dips in mood associated with particular negative thoughts. Such 
negative thoughts can be about the activity being attempted (e.g. ‘I’m just 
not up to this’) or can be unrelated intrusions or self-talk (e.g. ‘Nobody cares 
about me’). The therapist guides the patient in identifying their negative 
thoughts by pinpointing mood shifts both within and between sessions 
and asking the patient what was going through their mind. Where the 
patient has difficulty reporting any specific thoughts in their mind at the 
time, they are helped to identify the meaning they were attaching to what- 
ever was going on. Through the use of prompts such as ‘how did you feel 
right then?’, ‘what is going through your mind?’ and ‘what did you make 
of that?’, a patient can be helped to become more aware of, and to spon- 
taneously identify, their automatic negative thoughts. As patients become 
able to do this for themselves they are encouraged to practice by recording 
their negative thoughts on a diary sheet, such as a daily thought record 
(for excellent examples of thought records, see Greenberger & Padesky, 
1995). 
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Questioning Automatic Thoughts 


The negative automatic thoughts that are identified are then questioned 
in order to establish their effects on the patient’s mood and their validity. 
The patient is first asked to consider what has led them to believe a certain 
negative thought. They are then asked if there are any factors that do not 
fit with their negative thought. The therapist may draw attention to things 
they already know about the patient that may be relevant or may pursue 
new lines of enquiry. Questioning is used to find out whether the patient’s 
thought was biased. Patients often find it helpful to be given a list of typical 
depressive biases in thinking (see Appendix 2), as this can help them to 
stand back from their negative thoughts. Alternative ways of construing 
the situation are considered in order to assess whether they could be more 
valid or more helpful. Questions frequently used in helping patients to 
assess the validity of their negative thoughts are shown below (and see 
Appendix 2 for a handout for patients to guide them in questioning their 
thoughts). The intensity of negative feelings and degree of belief in the 
negative thoughts are often rated before and after the questioning process 
to help to establish whether any helpful change has resulted. From the 
modelling of this careful weighing up of the validity of thoughts and the 
exploration of alternatives provided during therapy sessions, the patient 
can learn to apply a similar process for themselves to thoughts identified 
between sessions. Again the patient is often asked to record their efforts 
using a daily thought record. 


Frequently the information needed to know whether or not a particular 
thought is accurate is not available during the session, or the patient can 
see that an alternative view is possible but remains largely unconvinced. 
In these cases, a behavioural experiment can be devised. The patient’s 
negative expectations or predictions about some problem situation are first 
identified. The patient then confronts the situation in order to test out 
whether the actual results fit better with the negative thought or some 
alternative view. 


Teaching patients to identify and question their automatic thoughts has 
a number of benefits. Reducing the degree of belief in negative thoughts 
and considering plausible alternatives can directly lift depressed mood. In 
addition, through the repeated experience of monitoring and questioning 
depressive experiences, the patient can acquire an awareness of negative 
thoughts as they come to mind (Moore, 1996). This awareness is helpful 
in itself through helping the patient to identify less with their depressive 
thoughts and feelings. Importantly, it can also then be used to instigate 
different cognitive processes or behaviours. Even-handed or even sym- 
pathetic forms of thinking can be deployed to counter the self-criticism 
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Questions to Help Patients to Assess the Validity and Usefulness of their 
Automatic Thoughts 


e What are the facts? 
— What leads you to think that? What supports that way of thinking? 
— Is it possible that this thought contains any of the thinking errors 
we have discussed? Which ones? 
— Are there any things that would go against that thought? 
— What did people actually say? What is the evidence? 
— Ifthis thought was a charge against you, would it stand up in court? 
— Have you overlooked any more positive aspects of this? Were there 
any things that go in your favour? 
e Are there any other explanations? 
— Can you see any other way of viewing this? 
— Ifa friend was in this situation, what would you say to them? 
— How would you have viewed this when you were not so de- 
pressed? 
— How do you think you will see this situation in a year’s time? 
e What is the effect of thinking this way? 
— Are you just making yourself more depressed? 
— Are you seeing things as worse than they really are? 
— So what if this really was true? Would it be as bad as you are 
thinking? 
— Will this view help you to deal with the problem? Would another 
view be more helpful? 
e What can you do about this situation? 
— Is there anything you can do differently? 
— If you were not thinking so negatively, what would you do about 
this? 
— How could you test out the accuracy of this thought? How would 
you find out if another view fits better? 


and condemnation common in depression. This can prevent some of the 
depressing effects of negative thinking on mood. Through employing these 
techniques, the patient may then begin to develop more of a sense of control 
over their symptoms, which can further erode the hopelessness and help- 
lessness inherent in depression. 


AUTOMATIC THOUGHTS IN PERSISTENT 
DEPRESSION 


As was discussed in Chapter 1, negative automatic thoughts can be surpris- 
ingly hard to identify in patients with chronic depression. Due to emotional 
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avoidance, ups and downs in mood may not be evident. Alternatively, low 
moods may have been so catastrophic that the patient does not wish to 
think about the experience further. Cognitive avoidance may also lead the 
patient to deny having negative thoughts or to present thoughts that seem 
incongruent with the cognitive model (e.g. ‘I was quite pleased to be made 
redundant as driving to work was getting to be more and more of a pain’). 
Even when negative thoughts have successfully been identified, attempts 
to question them can be similarly problematic. Some negative thoughts 
are held with such conviction that they are seen as incontrovertible facts. 
Sometimes the conviction in such thoughts is backed up by a long list of evi- 
dence. However, frequently the feeling of conviction is such that assessing 
the evidence for and against the thought is seen as quite irrelevant. 


In view of the central role given in the cognitive model of persistent depres- 
sion to underlying beliefs, it can be tempting to dispense with working on 
automatic thoughts and attempt to focus immediately on modification of 
beliefs. As discussed in Chapter 2 (page 90), it is usually essential to com- 
plete some work with automatic thoughts before attempting to address 
directly the patient’s deeper beliefs. Focusing directly on underlying beliefs 
before the patient has some experience of attempts to identify and ques- 
tion more superficial thoughts can be highly threatening to a chronically 
depressed patient. Beliefs tend to be so entrenched that attempting to mod- 
ify them directly at an early stage of therapy can be counterproductive. 
Targeting the thoughts that are most specific to particular situations will 
maximise the likelihood of change in the short term. 


In the face of the difficulties resulting from avoidance and from the influ- 
ence of underlying beliefs, identifying and questioning automatic thoughts 
in persistent depression requires persistence and a slow pace of working, 
as in the behavioural work discussed in the previous chapter. As changes 
occurring in the degree of belief in automatic thoughts can be small, the 
therapist can aim to bring about a number of other beneficial changes. 
These additional aims of working at the level of specific automatic thoughts 
include: 


e reducing the rigidity of thinking, 
e recognising and countering subtle forms of avoidance, and 
e building awareness of thoughts as thoughts not facts. 


Aims of Questioning Automatic Thoughts 
Because of the rigidity and longstanding nature of thinking in persistent 


depression, changes that result from questioning automatic thoughts are 
smaller than when working with acutely depressed patients. This often 
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makes it hard for the patient (and for the therapist) to see any progress 
from questioning thoughts. If patients ignore or dismiss small positive 
changes resulting from their efforts, then this will reinforce their low self- 
esteem, helplessness and hopelessness. Itis an important part of the process 
of therapy to train patients to give some attention to positive changes, 
however small. Therefore, it is particularly important for the therapist to 
maintain vigilance for the smallest changes, which are sometimes manifest 
in the degree of belief in automatic thoughts or intensity of affect associated 
with them. Once any such change has been identified, it can be consolidated 
through examining how it might be put into practice in terms of changes 
in behaviour. Any behavioural changes need to be brought to the attention 
of the patient in order to reinforce the change. Identifying and paying 
attention to small positive changes can begin to introduce some doubt 
into global negative thinking styles. Where questioning and behavioural 
tests result in even small modifications at the level of automatic thoughts, 
the rigidity of the cognitive system that reinforces the negative thinking 
can be slightly weakened. Small changes at the level of specific automatic 
thoughts can help to increase the flexibility with which beliefs at higher 
levels in the cognitive hierarchy are applied. 


Secondly, the model suggests that subtle forms of behavioural, cogni- 
tive and emotional avoidance have important negative consequences in 
patients’ lives. These negative consequences, such as disruptions in rela- 
tionships or impairments in work and social roles, can fuel overt negative 
thinking and reinforce underlying beliefs. In this way, the chronic cog- 
nitive triad of low self-esteem, helplessness and hopelessness becomes 
entrenched. Helping patients to recognise subtle forms of avoidance is 
an important step in preventing this reinforcement of the triad. Working 
with automatic thoughts in the session frequently results in patients’ sub- 
tle avoidance strategies coming to the fore. This can be used to help the 
patient to recognise their cognitive and emotional avoidance. If the thera- 
pist can guide the patient in focusing on specific thoughts about their life 
situation, this runs counter to such avoidance. Automatic thoughts that 
fuel the patient’s fear of engaging with thoughts and feelings in this way 
within the therapy session can also be identified and questioned, as will be 
described in the following pages. Focusing by degree on specific thoughts 
and distressing feelings within the relative safety of the therapy setting 
can begin to increase tolerance of distressing experiences. Although the 
patient may still believe their well-established negative thoughts, working 
with specific negative thoughts in therapy may foster their cognitive and 
emotional engagement in subsequent experiences. Fostering such engage- 
ment is an important factor in beginning to erode the chronic cognitive 
triad. 
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Thirdly, the process of questioning automatic thoughts provides a model 
for the patient of standing back from depressive experiences to view 
them from a more objective perspective. Through working with automatic 
thoughts using standard techniques, the patient may be helped to recog- 
nise patterns in their negative thinking, including commonly occurring 
thinking errors or biases. External factors that are discrepant from their 
thoughts may be brought to their attention, as may the possibility of be- 
having in ways other than those dictated by the thoughts. Even when 
the resulting changes in the content of thought are limited, questioning 
repeatedly how thoughts relate to specific situations can result in some 
recognition of the thoughts as internal events, rather than as simply 
reflecting external reality. This awareness of thoughts as thoughts may be 
of benefit in itself (see Chapter 12 for research evidence on this possibil- 
ity), and may also help in the elucidation (to both therapist and patient) of 
underlying belief systems. Working on automatic thoughts can be helpful 
in understanding and formulating beliefs before addressing those beliefs 
directly. 


Although underlying beliefs and schemas are not the direct focus of activ- 
ity during this stage of therapy, it can nevertheless be very helpful to use 
the concept to help to explain difficulties that arise in focusing on auto- 
matic thoughts. As was discussed in Chapter 4, using the idea of schemas 
can help to explain why certain behaviours or thoughts seem to arise more 
automatically and feel more natural or ‘right’ than others. Acknowledging 
the role of beliefs at this point can help patients to put certain negative 
expectations or behaviours ‘on hold’ for a time in the promise that they 
will be addressed later. This can sometimes permit change in superficial 
thoughts or behaviours that would otherwise be constrained by the nega- 
tive beliefs (see example on page 176). 


PROBLEMS IN IDENTIFYING AUTOMATIC 
NEGATIVE THOUGHTS 


Throughout the behavioural tasks of monitoring and scheduling activities, 
the therapist will have been drawing the patient’s attention to the negative 
thoughts that are triggered by the tasks. The patient is then encouraged to 
identify negative thoughts occurring within and between sessions, and to 
examine the potential role such thoughts may have in exacerbating or main- 
taining low mood. In identifying the links between thoughts and emotions 
and establishing thoughts as targets that may help in alleviating low mood, 
it is essential that the thoughts that are identified are ‘hot’, i.e. associated 
with the experiencing of negative feelings. 
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Problem: The Therapist has Difficulty Helping the Patient 
to Identify Automatic Thoughts 


It is often assumed, especially by those less familiar with the practice of 
cognitive therapy, that identifying the crucial ‘hot’ thoughts is easy and 
that the hard work lies in the process of questioning them that follows. 
This is by no means always so. Even when working with acute disorders, 
identifying with precision the thoughts that are key to the patient’s distress 
can be a considerable challenge. 


Don't 


e Become abstract and try to describe the definitive features of an automatic 
thought 
e Assume there is necessarily avoidance or resistance at work. 


Do 


e Consider words, images and meanings 
e Persist with standard techniques, including review of upsetting events, 
mood changes occurring in session, and automatic thought records. 


When the patient has difficulty identifying automatic thoughts, do not 
automatically assume there is necessarily avoidance or resistance at work. 
Accurately pinpointing the relevant ‘hot’ thoughts is often the hardest 
task in cognitive therapy, after which questioning the thoughts and identi- 
fying beliefs can flow with less difficulty. Patients with any diagnosis may 
not be accustomed to making the fine discriminations among different 
aspects of their mental life demanded by the task of identifying automatic 
thoughts. Automatic thoughts can occur in words, images and meanings. 
Images, which are often associated with anxiety, and meanings automat- 
ically attached to events are particularly hard for patients spontaneously 
to recognise and report. Some types of automatic thoughts, such as self- 
critical thoughts, are habitual and therefore difficult for the individual to 
recognise or observe. 


When working with chronically depressed patients, persistence with stan- 
dard techniques is particularly important. Occasions where the patient has 
reported upsetting incidents and has spontaneously reported automatic 
negative thoughts may be rare so need to be emphasised and welcomed. 
Standard techniques of discussing affect laden situations, including upsets 
from between or within sessions, and using prompts such as ‘What went 
through your mind?’ and ‘What did you make of that?’ merit many rep- 
etitions. Recording any successes at pinpointing hot thoughts on thought 
records helps to consolidate the embryonic skill and makes it easy to refer 
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back when examples are needed. When using these standard techniques in 
cases of persistent depression, a number of particular problems can arise. 


Problem: The Patient has Difficulty Experiencing and 
Labelling Emotions 


Avoidance in the form of not engaging in certain activities or situations 
is common in chronic depression. It is also common for patients to avoid 
distressing emotions more directly by simply suppressing emotional expe- 
rience. This often applies not only to negative emotions, such as sadness, 
anxiety, anger, guilt and shame, but also to positive emotional states such 
as happiness or excitement. This damping down of affect results in emo- 
tional flattening, and difficulty in describing and experiencing emotions. 
Such patients often seem to intellectualise emotional reactions as opposed 
to experiencing them. The negative mood experienced by such patients is a 
persistent, flat gloom that has little relation to ongoing events and presents 
little by way of variation. The conventional cognitive model whereby ‘hot’ 
negative thoughts can precipitate downswings in mood has little currency 
in such patients. They may present negative thoughts, but these are often 
repetitive and stereotyped in nature and do not appear to provoke (or be 
provoked by) acute changes in mood. 


Don't 


e Intellectualise the problem by having abstract discussions regarding 
emotions 

e Use hypothetical examples 

e Engage in intellectual debate about the validity of stereotyped, rumina- 
tive thoughts. 


Do 


e Provoke and focus on discomfort associated with desired behavioural 
goals 

e Encourage articulation and labelling of any flicker of feeling elicited 

e Slow the pace of therapy whenever there are signs of emotional experi- 
ence 

e Collaboratively construct behavioural experiments to test catastrophic 
predictions regarding experiencing and showing emotions 

e Work with the patient to formulate beliefs about emotions (see Chapter 9). 


For many such patients, intellectual discussions about emotional events 
or talking about how other people would feel is a safe route out of their 
own emotional experience. Their lives often consist of well-established 
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cognitive and behavioural routines from which emotional experience has 
long been drained. They seem to have simply ‘got used to’ certain negative 
thoughts, such as ‘I am weak or pathetic’ and ‘Things are never going to 
change’. Engaging with or disputing these thoughts usually results in a 
rather sterile debate that is a further enactment of the patient’s problems 
rather than a solution to them. Some evoking of discomfort in the process 
of therapy is usually essential to the elicitation of emotions and of ‘hot’ 
thoughts. There is an obvious danger that a patient will see such discomfort 
as a sign that therapy is going to be unhelpful or damaging, so presentation 
of a rationale outlining the benefits of emotions and of finding new ways 
to deal with unhelpful emotions is important. 


Discomfort is most likely to emerge where the patient is subject to new ex- 
periences. It is most useful to discuss specific life changes that the patient 
would like to occur. Patients may be happy to fantasise about idealistic 
scenarios and so the therapist should try to ground such discussion in the 
possibility that the patient really will have to undertake specific changes. 
Sometimes the realistic discussion of potential life changes is enough to 
evoke some anxiety. In other cases, specific behavioural assignments are 
most helpful. In discussing the specific experiences of the patient, the thera- 
pist must be alert to small signs of emotional arousal, particularly changes 
in posture and tone of voice. Slowing the pace of the session by asking 
short, direct questions and waiting patiently for the answers can help to 
magnify these flickers of arousal. The therapist must resist the temptation 
to answer their own questions or provide stories or examples, as this may 
extinguish any such flickers. When even a small degree of acute discom- 
fort has been evoked, it should be noted and labelled. It is important to 
remember that what may seem to the therapist to be a minimal emotional 
reaction may seem immensely affecting to the patient. Once the emotion 
has been labelled, an attempt can be made to identify automatic thoughts 
using standard questions, such as ‘What is going through your mind just 
now?’. 


Helping Stan to identify ‘hot’ automatic thoughts in therapy was a chal- 
lenge. He could talk impassively about situations that might be assumed 
to be upsetting, such as having been made redundant. He frequently de- 
scribed himself in self-denigratory terms as being weak or pathetic, but this 
did not disturb his overall air of passive resignation. The first steps towards 
acknowledging and experiencing emotions and identifying the associated 
thoughts were taken through considering new ways he might handle situ- 
ations. For example, at the fifth session he described in a gloomy tone the 
prospect of going with his wife to a party held by one of her friends. He 
did not want to go, but passively accepted that he would go and would not 
enjoy himself. The therapist asked what he would really like to happen. 
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After some stalling, Stan figured that he would like to tell his wife that 
he did not want to go. When asked by the therapist what that would be 
like, he tensed up visibly and replied that it would be terrible. Further 
prompting as to what would happen revealed predictions that his wife 
would get very angry, would overrule him and leave him feeling that he 
had been ridiculous. These predictions were labelled as negative thoughts 
and their role in making him feel tense and uncomfortable discussed. This 
led to further discussion that the predictions might not be wholly accurate, 
but that while he suppressed his feelings and avoided potentially difficult 
situations he would not be able to find out. 


Any emotional reaction in the session may also provoke a secondary emo- 
tional reaction of anxiety or shame about showing emotions. As the sup- 
pression of emotions is often driven by beliefs about being weak or about 
being humiliated by others, the breaking down of such suppression in the 
session is likely to be accompanied by thoughts of losing control or be- 
ing ridiculed by the therapist. Pinpointing these feelings and thoughts at 
the time they occur in the session can be extremely helpful in socialising 
avoidant patients into the model and training them to recognise what ‘hot’ 
thoughts are like. For example, in exchanging feedback about the discus- 
sion described above, Stan admitted to feeling embarrassed. On prompting 
by the therapist, he identified thoughts that the therapist would think he 
was ‘ridiculous’ and ‘should grow up’. Where possible, these ‘hot’ thoughts 
that have been provoked in the session should be questioned using stan- 
dard reality testing techniques or behavioural experiments. In this exam- 
ple, the therapist helped Stan to label his thoughts as mindreading, before 
clarifying that they were not true. It can sometimes also be helpful to in- 
troduce the idea that emotional suppression is driven by beliefs about 
emotions. Some patients readily endorse beliefs such as ‘Emotions are a 
sign of weakness’ or ‘Showing your emotions makes you look ridiculous’. 
Although detailed exploration of the roots of these beliefs and attempts 
at modification are best left until later in therapy, asking the patient to 
consider how such beliefs might be affecting the situations discussed can 
be helpful. 


Problem: The Patient Refuses to Discuss Upsetting 
Situations 


For some patients, cognitive avoidance has become a deliberate strategy 
used to manage upset. The principle that if events make you feel bad then 
it is better not to think about them has an obvious appeal. The therapist’s 
suggestion of going over upsetting events from the last week or further in 
the past is seen as unhelpful and potentially damaging. 
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Don't 


e Insist that the patient discusses the upsetting situation 
e Change focus to an unrelated area. 


Do 


e Identify the patient’s thoughts about discussing upsets 

e Use these thoughts to illustrate the cognitive model 

e Discuss the pros and cons of not thinking about upsetting things 

e Approach the discussion of upsetting situations in a graded fashion 

e Point to the possibility that particular underlying beliefs may be magni- 
fying upsets. 


It is important initially to reassure the patient that their wish not to talk 
about certain upsets makes some sense and that they will not be forced to 
talk about things they do not wish to. Patients’ thoughts about discussing 
upsetting situations and their specific predictions should be elicited. These 
commonly centre on the prospect of feeling extremely upset, losing control 
and making the depressive symptoms even worse. Fears of being criticised 
or rejected or of being revealed as some sort of horrible person often emerge. 
The effects of these thoughts on how the patient is feeling in the session 
can be identified and can usefully be drawn out in a vicious circle diagram. 
The possibility that these thoughts may be magnifying the most upsetting 
aspects of the situation can then be raised. 


For example, Catherine was quite adamant from the outset of therapy that 
there were things in her past that were too upsetting to discuss and that 
she was attending therapy only on the understanding that she would not 
have to talk about these things. As there seemed to be no shortage of other 
problems to work on, the therapist agreed. Over the first few sessions, she 
described her mood as ‘up and down’. When the therapist asked what 
had dragged her down, she would say it was better not to think about 
it and would refuse to discuss things further. The therapist focused on 
her thoughts about talking about these downswings. She admitted that 
she was worried that any such discussion would make her feel worse 
and put her into a deep depression from which she would take months 
to emerge, if at all. The links between these thoughts, her anxiety and 
her reluctance to talk were drawn out on paper. The therapist then gently 
questioned whether the fear of hitting this ‘raw nerve’ may have resulted 
in overestimating the upset. Catherine was asked for examples from her 
own experience of when an initial impression of an upsetting situation 
proved to be out of proportion. She was able to recall a time when she had 
felt anxious for some days after a friend had told her about her unhappy 
childhood. Her anxiety arose from worrying about whether she should 
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tell her friend about her own unhappy childhood. In the end, she had 
done so and, far from precipitating a profound depression, found that it 
gave her quite a sense of relief. She could then acknowledge the possi- 
bility that this might also happen if she discussed upsetting incidents in 
therapy. 


It is important for the therapist to help the patient consider the effects of 
the strategy of not thinking about such upsetting things. Possible nega- 
tive consequences of not thinking about things are that exaggerated views 
remain unquestioned and the associated distress remains worse than it 
need be. The idea of testing out the possible benefits of going over an 
upsetting situation in order to re-evaluate the upsetting thoughts can then 
be proposed. It is best to identify a relatively minor problem that the patient 
would find easiest to discuss first and the automatic thoughts about dis- 
cussing this problem can then be elicited and tested out. For example, 
in reply to the therapist’s questioning, Catherine acknowledged that the 
effect of having an ever-lengthening list of things that she could not think 
about was in itself quite stressful. She then agreed to test out the effects 
of talking about upsets in the session by describing a minor upset from 
the previous week. At this time, she had felt low after declining an invi- 
tation from a friend to go shopping. With some anxiety (manifest in her 
fidgeting in her chair), she pinpointed her thought that her friend would 
have lost all patience with her and would not want anything further to do 
with her. Almost immediately on saying this, Catherine relaxed and said, 
‘But I guess it’s not likely is it—Lynne is just not like that’. The therapist 
(with a similar sigh of relief) was able to help her to contrast this outcome 
with her catastrophic automatic thoughts about feeling worse and worse. 
Although she remained very reluctant for a long time to go into any of her 
deeper concerns, interventions such as this did begin to help Catherine 
to develop some skill at identifying and questioning her automatic 
thoughts. 


Problem: The Patient does not Report Negative Thoughts, 
but Blanks Out or Volunteers Unrelated or Positive 
Thoughts 


Some patients can talk about the circumstances of an upset quite willingly, 
but when the therapist tries to home in on their thoughts, they blank out 
or report thoughts that do not seem to fit the situation or their emotional 
reaction to it. Some patients report quite deliberately trying not to think 
negative thoughts or thinking thoughts other than those they know will be 
upsetting. For other patients this seems to occur with less conscious control. 
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This is sometimes seen in patients reacting to perceived put-downs by den- 
igrating the other person (e.g. ‘She asked me if I had found a boyfriend 
yet... well, actually she is quite ugly and overweight. She could do with 
losing a few pounds’). Some patients respond to apparently difficult sit- 
uations by thinking positive thoughts, such as ‘I’m a nice person’ or ‘I 
don’t really mind if...’. Sometimes the thoughts reported are negative but 
just not ‘hot’, as when one patient consistently reported that she was ‘use- 
less’ in response to questions about situations where it seemed likely to 
the therapist that she felt lonely and thought she had been let down or 
abandoned. 


Don't 


e Become overly aggressive or persecutory in questioning style 
e Allow the patient consistently to change the subject. 


Do 


e Consistently point out the possibility of cognitive avoidance 

e Discuss the pros and cons of avoidance as a coping strategy 

e Identify negative predictions about acknowledging negative thoughts 

e Conduct behavioural experiments to test out effects of recognising neg- 
ative thoughts. 


Cognitive avoidance is one way that patients with chronic depression cope 
with information relating to underlying negative beliefs. The avoidance 
can manifest itself in many different forms. When patients become vague, 
the therapist may end up feeling confused. When patients report negative 
thoughts which are not those that are really troubling them, the therapist 
may pick up an impression that things do not quite fit together. For patients 
to start expanding on other people’s problems or talk as though everything 
was fine can be quite frustrating for the therapist. The effect of all these 
forms of avoidance is similar: they prevent the activation of negative be- 
liefs but they also prevent problems, whether in thinking processes or life 
situations, being addressed. Although this avoidance can be very frus- 
trating, it is important for the therapist not simply to react by becoming 
more aggressive in questioning. Although this can succeed on occasion, 
patients often become even more defensive in response. Where vigorous 
probing does succeed in breaking through to hot thoughts, the patient can 
become highly distressed or angry, leading to disruption in the therapeutic 
alliance. 


When working with this problem, the therapist needs to be alert for the 
signs of cognitive avoidance. Key signs are when the discussion shifts off 
the intended focus, becomes unusually jokey or starts to get combative. 
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The therapist can raise the possibility that avoidance is going on. It can 
be helpful to describe how people can see upsetting thoughts coming, 
so they push the thoughts out of their mind or think other things. The 
therapist can help the patient to begin to recognise their own avoidance 
by trying to catch it as consistently as possible when it arises in sessions. 
The advantages and disadvantages can then be discussed. It is important 
to acknowledge that avoidance can be highly effective in achieving the 
goal of minimising the impact of distressing events. The drawbacks of 
avoidance then need to be carefully considered. These include that by not 
engaging with the process of trying to solve problems or tackle current 
difficulties, those problems are more likely to persist. The idea that by not 
thinking upsetting thoughts they remain unquestioned can be compared 
to a child’s view of a ‘bogey man’: by never going into the room in which 
this scary horror exists, the child never discovers that the bogey man is 
in fact just the shadow of a piece of furniture. Deliberately pushing away 
negative thoughts can also be self-defeating, as pushing away the thoughts 
can establish a rebound effect. This leads to a ruminative cycle that, far from 
ameliorating negative affect, in fact results in its persistence (Wegner et al., 
1987). 


This was the case for Peter whose depressive presentation was charac- 
terised by rumination over his depressive symptoms and intrusive memo- 
ries of unpleasant events in his life. Whena negative thought threatened, he 
would say to himself, ‘I should not think those sorts of thoughts’, and then 
deliberately push it from his mind, substituting it with a neutral image, 
usually of that of a footballer kicking a ball. The first step in addressing 
his cognitive avoidance was to conduct an in-session behavioural experi- 
ment to test out the relationship between his deliberate pushing away of 
thoughts and the establishment of a ruminative cycle (see Garland, 1996). 
Through being instructed to try as hard as he could not to think a number 
of his upsetting thoughts, he recognised that the result was that the thought 
became more likely to pop into his mind and that a sense of dread of the 
thought persisted. His worries about not keeping the thoughts at bay were 
then elicited. Peter perceived these thoughts as evidence of a lack of control 
over his mind. Apart from seeing this generally as a sign of weakness, he 
took his ‘out of control mind’ as evidence of an impending descent into 
madness, involving complete loss of control of his physical and mental 
faculties. In further discussion of his negative thoughts, he recognised that 
while he felt far from comfortable, he was actually gaining in confidence 
that he would not lose control completely. This helped him gradually to 
recognise and, with the therapist’s help, to counter his tendency to avoid 
distressing thoughts. Helping him to question and modify these thoughts 
then became the focus for much therapeutic activity (see below). 


214 COGNITIVE THERAPY FOR PERSISTENT DEPRESSION 


Problem: The Patient becomes Highly Distressed when 
‘Hot’ Thoughts are Identified and Blames the Therapist 
for the Upset 


When the patient seems to be avoiding thinking about thoughts that are key 
to their problems (as described above), the therapist will have to probe to 
identify the key ‘hot’ cognitions. Even once the advantages of countering 
avoidance in this way appear to have been agreed, when the therapist 
manages to pinpoint ‘hot’ thoughts, patients can become highly distressed. 
What seems to the therapist to be a sensible strategy is then seen by the 
patient as an emotional attack. Patients may therefore become quite angry 
with the therapist. 


Don't 


e Become quiet and withdrawn 
e Ask too many questions. 


Do 


e Emphatically acknowledge the patient’s upset and anger 

e Discuss the idea of activation of underlying beliefs 

e Plan with the patient practical strategies for dealing with the explosive 
affect and begin to implement them in the session 

e Work at identifying more peripheral automatic thoughts first. 


Where patients have relied excessively on cognitive avoidance for dealing 
with negative information, they will not have developed other ways of 
coping with negative thoughts about themselves or negative feelings. If 
they have not acquired any ability to discriminate between thoughts and 
facts, the therapist’s pinpointing a thought of inadequacy or unlovability 
may seem as though the therapist had directly described them as inade- 
quate or unlovable. In this case, for the therapist simply to continue asking 
questions is perceived as persecutory. For the therapist to go quiet, even 
if intended as a time of empathic reflection, may be interpreted either as a 
sign of tacit agreement with the patient’s extreme negative perceptions or 
as a sign that the therapist is incompetent and cannot handle the situation. 


It usually proves more helpful in these cases for the therapist actively to 
acknowledge the patient’s upset and anger, and to formulate it with the 
patient in terms of the activation of underlying beliefs. The important ideas 
to convey are that people can have certain negative beliefs about them- 
selves, and that these beliefs are triggered when events are interpreted in 
a way consistent with the belief. When these beliefs are triggered, it can 
cause a huge amount of distress. It can be helpful to relate the patient’s 
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current experience in the session to other situations where such high affect 
has been triggered. Identifying common themes can serve as a guide to 
the content of important beliefs that can be useful later in therapy. The dif- 
ference between beliefs and facts must be stressed, and can be illustrated 
in relation to differences between people’s view of themselves and others’ 
views of them. The therapist can point out that the immediate priority is 
to help the patient to deal with feeling so upset and that discussion of the 
validity of the upsetting beliefs can be addressed in later sessions. Discus- 
sion of how to handle the upset can then be helpful, including helping the 
patient to plan the time after the therapy session. Planning simple, practical 
activities like seeing a friend, going for a cup of coffee or going for a walk 
can help to restore the sense of collaboration. It can be pointed out that 
the patient has faced one of their very worst thoughts and that learning to 
catch other thoughts will not be so upsetting. 


PROBLEMS IN QUESTIONING AUTOMATIC 
THOUGHTS 


Questioning automatic thoughts is often seen as the central aspect of cog- 
nitive therapy for acute depression. Because of the information processing 
biases operating in low mood, questions that draw the patient’s attention 
to new information or prompt them to interpret things differently can re- 
sult in different conclusions being drawn. The change in the degree of 
belief in the negative view is assumed to be associated with the reduction 
of depressed mood. Some useful standard questions are presented in the 
box on page 202 and their use is discussed in detail in J. Beck (1995). As 
with other behavioural and cognitive techniques, when using question- 
ing techniques with persistently depressed patients smaller changes are to 
be expected. Therefore, persistence and repetition are usually necessary. 
Particular problems that commonly occur in these patients are described 
below. 


Problem: Questioning one Thought Triggers more 
Automatic Thoughts and an Increase in Distress, which the 
Patient Attributes to the Therapist 


In therapy with chronically depressed patients, just as avoidance can 
thwart the completion of behavioural assignments intended to counter 
it, negative thoughts can beset the very interventions intended to modify 
them. If this is not addressed, then cognitive interventions such as modi- 
fying automatic thoughts may make the patient worse rather than better. 
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A negative reaction to questioning of negative thoughts is usually driven 
by the patient’s underlying beliefs, typically those concerning inferiority, 
incompetence and ridicule. Questioning the patient’s automatic thoughts 
can activate beliefs about being incompetent, resulting in responses such 
as ‘I’m so stupid’ or ‘I’m so useless I don’t even think properly’. Where 
patients hold conditional rules regarding the importance of maintaining 
control or beliefs that they are inferior to others who might ridicule them, 
they can perceive the therapist as trying to belittle them in a game of intel- 
lectual one-upmanship. Some patients may then engage in the intervention 
as if it were a wrestling match, and it is not uncommon for such patients to 
make comments such as ‘you’re very clever aren’t you’ or ‘you're trying to 
catch me out’. In the face of this, patients can react in a defensive, hostile 
fashion or feel browbeaten and defeated. If left unchecked, this could result 
in patients disengaging from therapy altogether. 


Don't 


e Give up questioning the patient’s negative thoughts 
e Question the patient’s desire to get better. 


Do 


e Draw the patient’s attention to the negative thoughts triggered by this 
process and illustrate their role in maintaining low mood 

e Make sure the rationale for questioning thoughts is clear to the patient 

e Give the patient more control over the questioning process 

e Continue the intervention, while drawing the patient’s attention to 
factors contrary to their distortions. 


Although both patient and therapist may have concerns that cognitive 
techniques are making things worse, it is important that the questioning 
techniques are not abandoned, as this will appear to confirm the negative 
ideas that have been activated. Rather, the focus of the cognitive interven- 
tion is broadened to include the thoughts about the intervention itself. The 
initial step of this is to identify and label the thoughts triggered by the inter- 
vention and use them as a further illustration of the cognitive model. For 
example, a hostile response to questioning was encountered in an early 
session with Charlie, whose depression was characterised by irritability 
and anger. The therapist was exploring a situation where Charlie had be- 
come angry because he believed that a stranger had tried to kick his dog 
while out walking in the local park. The therapist was asking questions to 
try to clarify what happened. 


T: So if I can just clarify. You were walking in the park this morning with 
your dog and a man tried to kick her? 
C: Yes. 
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: What exactly did he do? 

: Lifted his foot up as she walked past him. 

: Was it a definite kick? 

: Well, no. But I know that’s what he was planning. 

: How did you know? 

: I could tell. 

: Mmm...Are there any other explanations for him lifting his foot? 

: (leaning forward in his chair and speaking through gritted teeth) Now listen 


here. Don’t you fe e eing start, I know it happened okay, and I know he 
meant it. 


The therapist apologised and quickly moved onto safer ground by dis- 
cussing his general activity levels. However, some minutes later Charles 
interrupted the flow of conversation as follows: 


C: 


HOnANA 


GÀ 


Can I say I’m sorry for getting annoyed at you when we were talking 
about Misty (his dog)? 


: (smiling) Of course. You did seem quite angry, was it anything I said? 

: You seemed to be questioning my judgement. 

: In what way? 

: By asking all those questions. 

: I see. This seems an important thing for us to talk about. In order to do 


that I might need to ask more questions. Can I ask another question? If 
you feel yourself becoming annoyed let me know. Is that okay? 


: Yes, go ahead. 


T: Could you tell me a bit more about how it felt when I was asking 


Aon 


questions? 


: It felt like you were getting at me. 
: So, when I asked the questions it felt like I was ‘questioning your judge- 


ment’ and ‘getting at you’. That must have hurt. 


: Yes. I felt like I was being put down. I realise now you are probably 


trying to help. 


: How are you feeling about me continuing to ask questions at the mo- 


ment? 


: Okay. 
: I know you said earlier that since becoming depressed you try to avoid 


other people’s company. I was wondering if there was any connection 
between feeling got at and put down and withdrawing from people? 


: (nodding) Yes, it happens quite a lot. I’m not with people a few minutes 


before I’m angry and arguing. 


: I’d like to try to use this situation of you feeling annoyed when I was 


asking questions to try to explain how cognitive therapy might help 
you in dealing with that problem. In order to do that I’d like to write 
some things down. Are you happy for me to do that? 
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The therapist then drew out a vicious circle in relation to the therapeutic 
interaction and related it to Charlie’s more general problem of irritability 
in social situations. It proved particularly effective to contrast the vicious 
circle of his perceptions regarding the therapist’s initial questioning and 
a more helpful circle regarding his perceptions during the discussion re- 
garding his reaction to the questioning style. 


The likelihood of chronically depressed patients misinterpreting the thera- 
pist’s intentions in questioning thoughts is increased if the therapist 
launches into this without any explicit rationale. It is usually preferable to 
minimise the chances of such misinterpretations by providing the patient 
with an explicit rationale that describes the process of questioning auto- 
matic thoughts as a treatment strategy. In addition, for patients who might 
see the intervention as a competition, giving them control over the ques- 
tioning process can reduce the chances of them battling against it. This can 
be done by incorporating into the rationale some encouragement for them 
to participate actively in the intervention, as illustrated in the following 
extract from a session with Dave. 


T: Okay, Dave, from the sessions and homework assignments over the 
last three weeks we have established that you experience a number of 
these automatic negative thoughts associated with feeling depressed, 
anxious and guilty and that they occur in a variety of situations. What 
I'd like to do now is to try to introduce to you a strategy for trying to 
tackle these thoughts when they occur. Basically it involves examining 
each thought using a series of questions to see how helpful the thoughts 
are. How does that sound? 


D: Seems a bit complicated. 

T: It certainly takes practice. But we can have a go at doing this together 
and spend the next three or four sessions practising it. (smiling) And of 
course there’s also the dreaded homework in between! 

D: (chuckling) How could I forget. This is possibly worse than school! 

T: As you might guess we have a diary sheet to fill in. We also have a 
sheet with the questions on. (Showing these to Dave and placing them on 
the table between them both.) Have you got the automatic thought sheet 
you completed over the last week? 

D: Here—can you read my writing, it’s terrible isn’t it? 

T: Yeah, I can read it. So the situation was yesterday when your father-in- 
law visited and brought up the subject of your business going bust... 

D: (sigh) As he always does. 

T: ...and you felt angry and the thought there is ‘He really enjoys rubbing 


salt into my wounds’. You felt guilty related to a thought ‘It was all my 
fault’ and depressed with a thought Tm a failure to my family’ which 
you believed 100%. Are any of those thoughts still bothering you now? 
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D: Well I’m not so angry—he has always been critical of everyone, it’s the 
way he is. Also I did everything I could to keep the business afloat, it 
isn’t really my fault. But I do think I'm a failure to my family, I’ve really 
let them down. 

T: Okay, let’s take the thought Tm a failure to my family’. How much do 

you believe that right now? 

: The same, 100%. 

: Okay. What I want to do now is to try to examine this thought from a 
range of viewpoints to see that we have the whole picture or whether 
there is some information we are overlooking. Let me know how you 
find this and if you want to stop at any point we can. Just to say, it’s not 
a test—it’s hopefully something that with practice will prove helpful to 
you in managing your depression. 

: [hope so. It looks hard. 

: I understand it might seem that way. Let's have a go at working on it 
together. We are going to use these sheets as the basis for the exercise. 
As I said before it’s usual that learning to use this technique takes a bit 
of practice. When we’ve practised the strategy you can take the sheets 
away to use at home. So let’s have a go and then afterwards we can 
discuss how you found using the technique. 


Tio 


=) 


When patients react negatively to the questioning of negative thoughts 
by the therapist, actively involving the patient in the questioning process 
can lead to further negative thoughts. Again, these negative thoughts can 
be highlighted, incorporated within the cognitive model and themselves 
questioned or tested out. As these thoughts are generally good examples 
of ongoing ‘hot’ negative processing on the part of the patient, actively 
putting them to the test and drawing the patient's attention to discrepant 
information during the course of therapy can be especially helpful. 


Peter was one patient who reacted negatively to various tacks taken in the 
course of therapy. He was plagued by feelings of guilt over having made 
some of his work colleagues redundant when he was still working. He held 
himself 100% responsible for their redundancies. The therapist chose to 
use a pie chart (Greenberger & Padesky, 1995) to begin to modify this 
perception. Peter actively participated in the process but when the exercise 
was complete he looked very deflated. When the therapist enquired as to 
how he had found the exercise, he replied: ‘I’m really stupid aren’t I? I 
should have thought of those things myself—I might as well give up.’ 
To help him to recognise the unhelpful impact of these thoughts on the 
current intervention, a diagram of his thoughts and feelings in relation 
to the exercise was drawn out. It was agreed that Peter would put these 
negative thoughts to the test by working by himself in the session to modify 
one further thought from his thought record. He was asked to pay attention 
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to when his mood began to plummet. After a few minutes he reported 
feeling much worse, as during the exercise his mind was bombarded by 
more automatic thoughts, such as ‘this is ridiculous—I should be able to 
sort this out myself without having to do this’. He also had many further 
thoughts regarding the events that contributed to the onset of his illness, 
including ‘I worked hard all my life and look how I was thanked’ and 
Tve let everyone dowr’. From this, it was agreed that Peter would try to 
practice developing the skill of modifying automatic thoughts initially by 
working on one upsetting thought per week. While doing this Peter was to 
pay attention to any lowering of mood and try to refocus his attention on 
the task at hand rather than losing himself in his thoughts. While progress 
in this endeavour was far from smooth, over a number of weeks Peter had 
some success at questioning thoughts of self-blame over past actions as 
well as thoughts of incompetence related to difficulties with therapy tasks. 
Importantly, he also came to view his negative thoughts as ‘something my 
mind does when I am depressed or anxious’, rather than as facts. 


Problem: Despite Evidence Against the Negative Thought 
and Plausible Alternatives, the Patient feels no Better 


Most therapists who have worked with chronically depressed patients will 
be familiar with the disappointment of executing an elegant intervention 
only to find the patient unmoved. In questioning a particular negative 
thought, a balance of evidence against the thought may have been elicited 
and promising alternative conclusions explored. Despite this, patients 
often respond that their belief in the negative thought has not altered or 
that although they believe the negative thought less, they still feel just 
as depressed. Where belief in a negative thought remains unaffected by 
apparently convincing evidence to the contrary, this suggests that prej- 
udicial processing is operating and that the thought directly reflects a 
fundamental belief. Where belief in the thought changes but mood does not 
improve, this is usually for one of two reasons. Firstly, the depressed mood 
may be being maintained by key thoughts or beliefs that are subtly different 
to, and possibly more fundamental than, the automatic thought that has 
been disputed. For example, this commonly occurs where the ‘hot’ thought 
is apparently along the lines of ‘People will think Iam useless’. When con- 
vincing evidence that people are not reacting so negatively is considered, 
the patient responds ‘Well, I still think I’m useless’. Secondly, where emo- 
tions are suppressed, the usual links between thoughts and feelings do not 
seem to operate. Thus, if the patient thinks the negative thought it does not 
have an acute adverse effect on their mood; but, conversely, successfully 
disputing the thought may bring no relief. 
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Don't 


e Try to convince the patient that they are wrong 
e Accept that the strategy has failed and conclude that therapy will not 
work. 


Do 


e Draw attention to the smallest changes 

e Focus on how the thoughts apply to a specific situation 

e Pursue changes in behaviour that might follow from the conclusions 
drawn and devise relevant behavioural experiments 

e Formulate the role of beliefs in maintaining negative thinking. 


When the patient’s thoughts and feelings fly in the face of the evidence 
in this fashion, it is tempting for both patient and therapist to conclude 
that there is something wrong with the patient. Patients frequently see 
such occurrences as proof that they are inherently depressed, have been 
irretrievably scarred by depression, are irredeemably bad or unlovable or 
otherwise ridiculously neurotic and weak. The therapist must remember 
that, according to the cognitive model, the patient’s mind may in fact be 
behaving in an understandable way. The therapist’s task is to convey this 
understanding in a way that helps the patient to employ their mind in a 
different fashion. 


The rationale for working at the level of automatic thoughts, even though 
core beliefs are presumed to be central to the model of chronic depression, 
is that processes at more specific and superficial levels are more amenable 
to change than those at more general and fundamental levels. Helping the 
patient to focus on situation-specific appraisals, rather than global general- 
isations, is a key strategy. As the more general structures will not instantly 
be modified by superficial changes, it follows that the changes that can 
be expected through these interventions will be small, partial and easily 
missed or overturned. The usefulness of standard cognitive interventions 
in the face of powerful negative beliefs depends on recognising and re- 
inforcing small changes that do occur in reactions to specific situations. 
For example, patients frequently report feeling just the same when their 
ratings and reports suggest a very small decrease in their depressed mood. 
A 5 or 10% decrease in depression may indeed be seen as trivial when the 
mood rating remains at 90%. However, patients can be asked what dif- 
ference this change would make if it were maintained consistently over 
a period of a week or a month. For some patients, it might mean the dif- 
ference between self-harming and not. Although the patient will not be 
convinced, the therapist needs to afford such changes some attention and 
importance. 
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Changes in thinking which result in only minimal changes in mood can be 
of some importance. Although they do not change the fundamental belief, 
changes in superficial automatic thoughts can help to support important 
conclusions that thoughts are not facts and that change is possible. In her 
efforts to return to work despite her depression, Rosemary was convinced 
that she had ‘made a mess of things’ and that her colleagues thought she 
was ‘a useless waste of space’. A review of the evidence of how she had got 
on in her first few days back at work was used to question these thoughts. 
This suggested that she did manage to do her job competently and her 
colleagues had been pleased at her return even on the odd occasion when 
she had to ask for help. Unfortunately, she felt no better as she still believed 
that she was totally useless, now based on the facts that she felt tired 
and depressed at work and that she did need some help on occasion in 
doing her job. However, she no longer believed that other people thought 
she was a useless waste of space. When the therapist drew this to her 
attention, she concluded ‘T guess it’s just me that thinks I’m useless, isn’t it’. 
In continuing at work, she remained depressed but no longer thought that 
others saw her as useless, suggesting that there had been some peripheral 
change in her cognitive system. In addition, seeing clearly that her view 
of herself persisted in spite of the views of others helped her to conclude 
that this was her own belief. At this point the therapist simply noted that 
she did seem to have deeply held beliefs about herself which probably 
contributed to her depression. The results of this intervention proved useful 
in subsequent sessions when the idea of beliefs as prejudices was discussed 
(see Chapter 7). 


Identifying behavioural markers of these small changes can be helpful. 
Even when there is no discernible change during a session in the patient’s 
ratings of their belief in the thoughts, they sometimes subsequently act in 
different ways. For example, in coming to her fifth session, Rosemary felt 
extremely guilty because she had been unable to babysit for her daughter 
and reported that she had let her daughter down. Through questioning 
this thought it emerged, firstly, that although her daughter had seemed 
somewhat put out, she had managed to find someone else to babysit and, 
secondly, that one of Rosemary’s friends had reassured her that she had 
handled the situation appropriately. Despite this, she remained convinced 
that she had let her daughter down and left the session feeling guilty and 
despondent. However, she returned to the next session saying that this 
week she had actively phoned her daughter to say that she would not be 
able to babysit for her. She still felt very guilty about this and believed 
that she was letting her daughter down, but also felt some satisfaction 
that she was not totally at her daughter’s beck and call. Although the 
questioning had not changed the rated degree of belief, it had introduced 
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enough doubt to enable a change of behaviour that lifted her mood a 
little. 


The therapist can actively prompt such changes in behaviour after ques- 
tioning that has not changed the patient’s mood. In this regard, questions 
such as ‘If you were to act on the basis of this evidence we have discussed 
rather than on how you feel, what would you do differently next time?’ 
are most helpful. These occasions where small changes in belief are not 
accompanied by changes in emotion can usefully be followed up by a 
behavioural experiment to test out further the validity of the thought. Be- 
havioural experiments that provide opportunities for experiential learning 
can be effective in facilitating changes in mood and need to be implemented 
both during and outside the session. 


On a cautionary note, belief in negative thoughts can sometimes rest on 
specific pieces of evidence that the patient does not readily present, even 
to the therapist. Where such ‘proof’ remains undisclosed and undisputed, 
sometimes no amount of counter-evidence will produce any cognitive or 
emotional shift. For example, with one young man who had many auto- 
matic thoughts about being a horrible person, the therapist worked for 
several sessions to draw to the patient’s attention evidence of his likeable 
actions and qualities, all to no effect. It seemed that the thoughts consti- 
tuted a core belief. However, the patient subsequently ‘confessed’ to once 
having willingly participated in some sexual experimentation in his early 
teens with his older sister. When the therapist reacted with relief rather 
than disgust and helped the patient to consider why this did not consti- 
tute evidence of ‘horribleness’, the patient's belief in his negative thoughts 
quickly and drastically reduced. Being careful to elicit all the evidence that 
the patient believes supports their negative thoughts can be crucial. 


Problem: The Patient Produces Convincing or Voluminous 
Evidence in Support of their Automatic Thought 


In chronic depression, many of the thoughts reported by patients are un- 
fortunately not just a product of the biasing effects of mood nor of deeply 
held but prejudicial beliefs. Patients frequently have much evidence to 
support their negative thoughts. For example, the idea that therapy will 
not work can be supported by the apparent ineffectiveness of many previ- 
ous treatments. Evidence of personal weakness can consist of a life history 
of challenges unconfronted, projects abandoned and abuses tolerated. A 
string of failed relationships, abuse and abandonment can make a con- 
vincing case that such people will always be on their own. In practice, as 
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suggested in the cognitive model, such strings of events rarely represent 
an independent series of misfortunes. Rather, they are often connected, 
in that core beliefs can result in strategies that produce or maintain cer- 
tain negative life situations. For example, perceptions of the inevitability 
of abuse can trap people in abusive relationships, thus perpetuating the 
perception. 


Don't 


e Minimise the evidence the patient holds in support of their thought 
e Accept your own negative thoughts about the patient’s situation. 


Do 


e Fully acknowledge the distress associated with the patient’s setbacks 

e Identify any signs of resilience that have helped the patient to come 
through past difficulties 

e Carefully weigh the evidence and its relation to the negative thought 

e Think of the strategy that will best serve the patient from here on. 


The cognitive model does not presume that the causes of depression are 
all in the mind. The overwhelming evidence for the contribution of life 
events and inadequate social support to the onset and maintenance of 
depression is well documented (e.g. Brown & Harris, 1978). In addition, 
people who become depressed may themselves have failings, weaknesses 
or shortcomings, and it would not be helpful for the therapist to deny 
or minimise these. Indeed within the cognitive model, cognitive avoid- 
ance and suppression of the emotional impact of negative events con- 
tributes to the maintenance of depression. It is therefore important for 
the therapist to acknowledge the impact of the setbacks and traumas 
the patient has suffered. This may be important in forming an alliance 
with the patient and also in modelling an adaptive response to distressing 
situations. 


Although it can initially seem dispiriting, time spent considering the evi- 
dence for negative thoughts is rarely wasted. On rare occasions, a benign 
interpretation for facts that the patient had considered damning can be 
persuasive even to a chronically depressed patient (see final paragraph of 
previous section). On the majority of occasions, when this does not happen, 
the procedure can still be somewhat helpful. Careful consideration of facts 
requires the patient to move out of a way of thinking that is automatic and 
global to a mode of thinking that is more effortful and specific. Even when 
no new conclusions are drawn, some of the consequences can be beneficial. 
Firstly, such consideration directly counters the cognitive and emotional 
avoidance that characterises many cases of chronic depression. To the ex- 
tent that this avoidance is involved in maintaining the depression, being 
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able to think about specific distressing facts and situations may be benefi- 
cial. In addition, thinking about the relationship between the thoughts and 
the evidence can result in patients being more able to stand back from their 
thoughts and recognise them as thoughts, even when supported by facts. 
The process thus helps in the development of meta-awareness of thoughts 
as thoughts. 


For example, Laura was a single mother who had been feeling particularly 
low the week preceding her third session, following an argument with her 
parents. She had spent much time pondering the thought that she was a 
‘useless’ person. When the therapist asked her what made her think this, 
Laura launched into a long series of difficulties. The argument with her 
family was over some money which she had failed to pay back, because 
she was ‘skint’, which was a result of her not working and being ‘crap 
with money’, in turn due to having left school without a single qualifi- 
cation because of having become pregnant... This discussion took up the 
entire session, so it was with some trepidation that the therapist asked 
her what she concluded from the discussion. She replied only slightly 
gloomily, ‘Well, I guess I’m not such a bad person’. The therapist asked 
what it was about the discussion that had lightened her view of herself, 
and she observed ‘I’ve got problems—who hasn't? I guess Ive got to look 
after Chrissie (her daughter)—that’s the priority’. Although the magnitude 
of her positive reaction is unusual in this patient group, it nevertheless 
illustrates the benefits of considering apparently negative evidence froma 
specific standpoint. 


Finally, the specific consideration of facts and situations, even those that 
have lent support to negative conclusions, is more likely to lead to thoughts 
and activities directed at solving the problems than does more general 
abstract thinking (Williams et al., 1997). The therapist can help the patient 
to consider what different strategy might be useful in addressing the prob- 
lems by asking questions, such as ‘If you had your time again, how would 
you have handled this differently?’ or ‘If your good friend X was in this 
situation, what do you think they would try to do?’. Patients with chronic 
depression—even when a plan for addressing a difficult situation has been 
identified—will have little faith in being able to carry it out. The plan 
should be broken down into the smallest possible steps and the smallest 
first step set up as a behavioural experiment, if possible. Kate was extremely 
low following the break-up of her latest relationship several sessions into 
therapy. Her automatic thoughts were ‘All he wanted was sex and some 
fags’, ‘I shall never have a decent relationship’, and ‘I will always get 
trodden on’. The therapist already knew something of her long history 
of short, broken and abusive relationships with men, and indeed the lat- 
est break-up served to remind her of these many past miseries, which in 
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turn reinforced her negative thoughts. Guided by an emerging formula- 
tion in which themes of being horrible and being abandoned were central, 
the therapist gently helped her to explore what she might do differently 
to improve her chances of getting into a ‘decent relationship’. She could 
see that she would do better if she did not quickly accede to the advances 
of men she did not know, as she had previously tended to do. Although 
she worried that ‘No one decent is going to stand around waiting for me’, 
she agreed that a strategy of taking her time and being more choosy in 
her relationships was worth a try. The first step in this was to go out with 
her best friend for a ‘girls only’ night in order to catch up and get a bit of 
sympathy, and to put off any men who approached her. Going out with 
this intention was something she had rarely done and was something of 
a relief to her. This strategy was worked on in more detail in subsequent 
work on her core beliefs. 


PROBLEMS WITH HOMEWORK ASSIGNMENTS 


The importance of homework generally in cognitive therapy and some 
guidelines for its implementation with patients with persistent depression 
were discussed in Chapter 2. To make good progress in therapy, it is par- 
ticularly helpful for patients to develop their ability to recognise negative 
thoughts as close as possible to the time when the thoughts come to mind. 
Engagement in some form of monitoring of automatic thoughts is there- 
fore beneficial. Patients also need to develop skills in standing back from 
and questioning their automatic thoughts, so some form of practice at this 
between sessions is highly recommended. 


Problem: The Patient has Great Difficulty Identifying 
or Questioning Automatic Thoughts between Sessions 


Patients with persistent depression can find it especially difficult to monitor 
and question thoughts between sessions due to the urge to avoid distress 
or due to the deep conviction with which thoughts are held. Patients often 
believe that they cannot change the way they think and this often inter- 
feres with any effort to try. Even when they do make such efforts, without 
help from the therapist, chronically depressed patients frequently find it 
extremely difficult to identify specific thoughts and question them. 


Don't 


e Give up setting assignments on automatic thoughts 
e Operate on assumptions: find out the reasons for the difficulties. 
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Do 


e Discuss as collaboratively as possible the purpose of monitoring and 
questioning thoughts 

e Agree tasks that are realistic and achievable 

e Specify the assignment precisely and write it down 

e Problem solve potential obstacles immediately after the assignment is 
agreed 

e Review homework every session and reinforce the patient’s smallest ef- 
forts 

¢ Be mindful of your own task-interfering cognitions (e.g. ‘There’s no point 
in setting homework, she never does it’). 


The general guidelines for assigning and reviewing homework presented 
in Chapter 2 are especially relevant when helping patients to monitor and 
question their own automatic thoughts between sessions. In particular, it 
is important that patients can see the purpose of identifying and ques- 
tioning their own thoughts. The rationale for this should therefore be pre- 
sented clearly and may need to be repeated in several sessions. It can be 
helpful for the therapist to find out what the patient has made of any 
such discussion by asking them what benefit they might get from a given 
assignment. Rather than just discussing the rationale in the abstract, it is 
best if assignments on monitoring or questioning thoughts are linked to 
particular helpful moments during therapy sessions. Times in the session 
when a specific thought was pinpointed or when questioning led to a 
change in perspective or feeling can usefully lead on to suggesting moni- 
toring or questioning similar thoughts as homework. 


As with working on any task with persistently depressed patients, it is 
important that assignments are small and specified in detail. Whereas 
patients with acute disorders may be assigned a general task of record- 
ing their automatic thoughts, in persistent depression it is preferable to 
specify more precisely which thoughts will be monitored and when. It can 
help to agree the particular type of thought that will be monitored (for 
example, ‘shoulds’, self-criticisms or negative predictions) or the num- 
ber of thoughts (for example, two negative thoughts to be caught in the 
coming week). It also helps to discuss when the process of reflecting and 
recording will be carried out. Some patients prefer to carry a diary sheet 
or notebook with them, whereas others prefer to set aside a few minutes 
at a specific time for identifying thoughts in a more retrospective fashion. 
When assignments move to questioning thoughts, a specific initial task can 
be to question a particular thought that has been identified during a session 
using a sheet of suggested questions on a handout. It is best to hold back the 
suggestion of questioning negative thoughts in general until such time as 
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patients have had some experiences of success in questioning particular 
thoughts within or between sessions. 


When reviewing the patient’s efforts to monitor or question their auto- 
matic thoughts, the smallest signs of any progress should be reinforced 
enthusiastically. For example, many patients do not manage at first to 
make a written note of their thoughts, but come to a session able to de- 
scribe a particular time of upset or a particular thought that had crossed 
their mind. The therapist can greet this positively (‘That’s it, just what we 
wanted, a time when a particular thought dragged your mood down’) 
and put it on the agenda for discussion. The possible benefits of and 
obstacles to writing down such incidents and thoughts can then be 
raised. 


THE THERAPIST’S AUTOMATIC THOUGHTS 


One of the biggest challenges facing the clinician when using these cog- 
nitive techniques is the impact the patient’s negativity can have on the 
clinician’s own thoughts and feelings. Working with patients suffering 
from chronic depression can involve much hard work for apparently small 
gains. If the therapist is not careful about their own thoughts, this can lead 
to frustration and then irritation or demoralisation. In one session with 
Elizabeth (see Chapter 8), the therapist tried to use problem-solving to help 
Elizabeth to develop an action plan to feed some guests who were visit- 
ing her for the weekend. Elizabeth had high standards and was anxious 
and distressed due to the fact she had been unable to prepare food in ad- 
vance. Throughout most of the session, Elizabeth cried and the therapist 
was bombarded by Elizabeth’s automatic thoughts regarding her predic- 
tions of her guests’ negative reactions and the perceived inadequacy of the 
action plan. As this was happening, the therapist was mindful of her own 
automatic negative thoughts and their potential to lead her to abandon the 
intervention at hand. In this instance, they included ‘This will never work’, 
‘It’s pointless’, ‘I don’t know what else to do’ and ‘She will never carry this 
plan out’. It is important for the clinician to recognise that these thoughts 
are predictions to be tested out in practice and not facts. The thoughts 
do not provide a good basis for abandoning the intervention. Even if an 
intervention is not productive initially, it can be helpful to examine the 
reasons why it has not worked and modify the strategy accordingly. In 
this particular instance, the therapist stuck to the task despite these reser- 
vations, and the intervention proved extremely beneficial to the progress 
of therapy. Therapists’ use of standard techniques on their own automatic 
thoughts during the course of therapy can be of great benefit in keeping the 
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therapy moving. The use of supervision to assist this process is discussed in 
Chapter 11. 


In summary, working with automatic thoughts in persistent depression 
raises many difficulties. Repeated and persistent application of techniques 
for identifying and questioning thoughts may be necessary. In the course 
of this, the style and aims of the work need to be adjusted in view of the 
avoidance and enduring negativity encountered in persistent depression. 
Focusing on the thoughts motivating avoidance is often more fruitful than 
focusing on thoughts that are consequences of it. As many of the inter- 
ventions in therapy may provoke avoidance, thoughts about the interven- 
tions themselves can usefully be made a focus of therapy. Rather than just 
aiming to effect change in the content of thinking, the techniques can be 
used to modify important aspects of the process of thinking. These include 
introducing flexibility into negative thinking, increasing the patient's abil- 
ity to consider and question negative experiences and increasing awareness 
of thoughts as thoughts and not facts. When used with appropriate aims, 
the use of standard cognitive techniques can introduce a degree of doubt 
into a previously rigid cognitive system and can help to prepare the way 
for addressing important underlying beliefs. 


SUMMARY POINTS 


e Behavioural, cognitive and emotional avoidance can make it hard to 
identify ‘hot’ negative thoughts in persistent depression. 

e The therapist can help the patient to recognise their subtle avoidance 
within everyday activities and in therapy. 

e When ‘hot’ thoughts are absent, the therapist may have to provoke them 
by gently confronting the patient with issues or tasks that they have 
previously been avoiding. 

e Avoidance of or distress about tasks or interactions in therapy can be 
used to identify negative thoughts about the therapy itself. 

e Negative thoughts about the therapy can provide an excellent model of 
identifying and testing out ‘hot’ thoughts. 

e When therapy triggers overwhelming emotions, a more directive, 
problem-solving approach is often needed. 

e Negative thoughts in persistent depression often do not respond in large 
degree to questioning. 

e Changes in behaviour can be useful in consolidating small changes in 
thinking. 

e Where negative ideas persist despite the evidence, this can be used to 
raise the patient’s awareness of the role of thinking processes and beliefs. 
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e Guiding the patient in the consideration of specific thoughts and 
evidence may be useful in undermining global and rigid thinking 
processes. 

e Small changes in thinking can be valuable and should be reinforced. 

e The therapist can usefully be mindful of their own negative thoughts 
when confronted by difficulties. 


Chapter 7 


RECOGNISING UNDERLYING 
BELIEFS AND THEIR EFFECTS 


In this chapter, you will find descriptions of: 


e The importance of helping patients with persistent depression to 
recognise their underlying beliefs 

e The main ways in which underlying beliefs can be identified 

¢ Problems encountered in helping patients to recognise underlying 
beliefs 

e How patients can be helped to see links between early experiences 
and their underlying beliefs 

e The use of the prejudice model to highlight thinking biases 

¢ Belief maintenance diagrams that illustrate how beliefs are maintained 


From the outset of therapy, the therapist will be concerned to develop 
hypotheses regarding the conditional and unconditional beliefs that are 
central to the formulation of the patient's difficulties. In previous chapters, 
we have described how these beliefs may affect the engagement of patients 
with chronic depression in therapy and may undermine the use of standard 
cognitive and behavioural strategies. We have suggested that these adverse 
effects of patients’ central beliefs can be minimised by formulating and ex- 
plaining their effects early in therapy, while priority is given to the manage- 
ment of symptoms and questioning of surface level cognitions. Standard 
behavioural and cognitive techniques can result in helpful symptomatic 
and cognitive changes. Importantly, they can also highlight to both thera- 
pist and patient the role of underlying beliefs, assumptions and associated 
behavioural strategies. Once therapy is well underway, the focus in therapy 
shifts to identifying the conditional and unconditional beliefs with greater 
precision and helping patients to recognise the role beliefs play in maintain- 
ing problems. In this chapter, we describe the process of helping patients 
to identify negative beliefs and to understand how they may contribute to 
their problems. Helping patients to become aware of the prejudicial nature 
of their thinking can help in weakening these beliefs and is often a necessary 
precursor to building alternative views, as discussed in the next chapter. 
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THE ROLE OF RECOGNISING AND MODIFYING 
BELIEFS 


When working with acute depression, where the patient has good premor- 
bid functioning, considerable symptomatic improvement can be achieved 
with standard cognitive and behavioural interventions. In acute depres- 
sion, conditional and unconditional beliefs may be problematic in only a 
limited set of the patient’s life domains and can be outweighed by adap- 
tive views in other life domains. Giving patients strategies to modify auto- 
matic thoughts may adequately compensate for continuing adverse effects 
of negative beliefs. Thus, in acute depression, while work at the level of 
conditional beliefs is seen as desirable in helping to reduce vulnerability 
to relapse, work on unconditional beliefs has not been viewed as essential 
to bring about lasting change. 


However, when working with more persistent depression, formulation and 
intervention at the level of the underlying belief system is more important. 
Working to modify the belief system becomes an integral part of cognitive 
therapy, and a prerequisite to effecting any lasting change. It is vital for 
both therapist and patient to try to develop a working understanding of the 
relationships between different levels of the belief system and how these 
are activated in everyday situations. The rigidity and inflexibility of under- 
lying beliefs can result in frequent, intense or chronic activation of negative 
ideas at different levels of the cognitive system. At times, such activation of 
the belief system and the concomitant affect can directly contaminate day- 
to-day activities and interpersonal encounters. At other times, the avoidant 
coping style that functions to prevent such activation affects the person’s 
activities and relationships, usually in a detrimental way. The patient’s 
beliefs and avoidance can have effects within their social environment that 
result in the beliefs consistently being confirmed. As well as serving to 
maintain the disorder, these factors may also serve to frustrate many treat- 
ment strategies. In treating persistent depression, the therapist constantly 
needs to take into consideration the complex relationship between beliefs, 
behaviour and adverse social circumstances in terms of their effects on the 
course of the illness. 


In persistent depression, because beliefs are rigid and have been reinforced 
over a long period, the process of modification is often difficult and slow. 
Helping patients with resistant depression to modify longstanding and 
rigid beliefs depends on the accomplishment of two prior tasks: identify- 
ing the beliefs that are central in contributing to the problems and helping 
the patient to recognise that these are indeed beliefs. In acute depression, 
patients often need little prompting to identify the issues that are problems 
for them and to accept that these are unhelpful beliefs that they can work 
to re-evaluate. By contrast in more persistent depression, beliefs are often 
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obscured by the processes of avoidance that we have described. When be- 
liefs have been identified, they are usually seen either as incontrovertible 
facts or as principles that are so essential that they cannot or should not 
be questioned. In this chapter, we describe ways of helping patients to see 
their beliefs as beliefs, rather than as reality. This helps them to gain some 
distance from the beliefs and provides a necessary platform for initiating 
and consolidating changes in the content of beliefs. (Strategies for modify- 
ing the content of beliefs by eroding negative beliefs and working to build 
more adaptive alternatives are discussed in the next chapter.) 


IDENTIFYING UNDERLYING BELIEFS 


In persistent depression, from the earliest stages of therapy the therapist 
will need to be aware of beliefs as they affect the process and tasks of ther- 
apy. From the outset, the therapist takes some interest in the patient’s his- 
tory and how earlier experiences may be influencing patterns of thinking 
in current situations. We have described how it may be helpful at an early 
stage to discuss with the patient the idea that certain fixed thinking pat- 
terns resulting from early experiences may be contaminating their current 
experiences (see page 155). If the therapist does not have a clear idea of the 
nature of the underlying beliefs by session 6-8 into therapy, then specific 
strategies for identifying conditional and unconditional beliefs will usu- 
ally be employed. As the therapist formulates the nature of these beliefs, 
this needs to be checked out with the patient, firstly to help to confirm the 
precise nature of the beliefs and also to help the patient to recognise the 
beliefs for themselves. 


Identifying Themes 


A number of approaches to identifying underlying beliefs have been 
described in standard texts on cognitive therapy (see Beck et al., 1979; 
J. Beck, 1995). Possible conditional and unconditional beliefs can be 
hypothesised from a consideration of the themes in the patient’s reported 
thoughts in problem situations. For example, Elizabeth's self-critical stance 
was evident in how she described any activity she had undertaken (e.g. 
‘I didn’t do my diary quite right’; ‘As you can see I made a mistake here 
and here’; ‘I could have done a better job if I’d taken more care’), which 
helped to explain her persistent low mood and despondency. This high- 
lighted to the therapist that Elizabeth perceived the outcome of everything 
she undertook from a negative position. It was therefore reasonable to 
propose that she may have a conditional belief around working towards 
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the highest of standards, i.e. ‘If I don’t do something properly there is no 
point in doing it at all’. 


The Downward Arrow Technique 


Use of the ‘downward arrow’ technique can often lead straight to the iden- 
tification of unconditional beliefs. Here the therapist takes an automatic 
thought from a specific upsetting event reported by the patient and elicits 
the deeper meaning associated with the automatic thought via a process 
of socratic questioning. Questions such as ‘What does that mean to you?’, 
‘If that were true, what does that say about you as a person ?’ or ‘What 
is the worst thing about that?’ are useful in eliciting deeper meanings. In 
persistent depression, use of the downward arrow technique may entail a 
degree of skating from side to side, rather than leading straight down to 
deeper levels of the patient’s belief system as it may do in acute depres- 
sion. However, this can be useful in exploring the relationship between 
different aspects of the patient’s meaning system. This is illustrated in an 
extract from a session with Dave, who had become depressed following 
his business folding and his being declared bankrupt. This is a discussion 
regarding Dave’s reluctance to mix socially, which resulted in his avoiding 
a family gathering the week prior to the session. 


T: What was it about the christening that you were particularly not looking 
forward to? 
D: My wife’s family. Her dad runs a business and he would have asked 
me about mine. 

T: OK, let’s imagine you went to the christening and you began a conver- 
sation with your wife’s dad. How would you feel? 

: (looking upset and lowering his head) Really anxious and embarrassed. 

: What would be the most anxiety provoking thing? 

: Her dad asking how my business is going and my having to say I lost it. 

: For you, what is so difficult about this man knowing the business 
folded? 

: He will see me as a loser. 

: Can you define what you mean by a loser? 

: Someone like me (eyes downcast, very sad). 

: (very gently) Can you describe ‘someone like me’? 

: (tremor in his voice) Someone who has lost his business, his house, his 
car, his job, his health and his marriage. 

: (gently) What does it say about you that your business, house, car, job, 
marriage and health are no longer as they were? 

: I made mistakes. 

: What sort of person makes mistakes? 
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: The sort that doesn’t anticipate problems and deal with them effectively. 
: I’m not suggesting this is true or something I think, but let’s imagine 


for a moment that you don’t anticipate problems and deal with them 
effectively. What would that say about you as a person? 


: That I’m doing something wrong. 

: What are the reasons you are doing something wrong? 

: What do you mean? 

: Sorry, let me rephrase the question. Are you doing things wrong be- 


cause, for example, you have a lack of skills that could perhaps be 
learned if you did a course? 


: (giving a cynical chuckle) Oh, no. No matter how hard I try I’m just not 


up to it. 
: Not up to it. What do you mean not up to it? 
: (angry tone) I don’t meet the mark—I’m just not good enough. 
: (sensitively) Mmm... you seem very upset, like we’ve hit a raw nerve. 
: (sniffs and nods) Yeah. I’ve never been good enough. Always second 
best. 
I know you are feeling upset at the moment but this seems a really 


important area to explore. Can I ask you a few more questions? 
OK. 


: What, for you, are the consequences of always not having been good 


enough, always second best as you put it? 


: There is always someone better than me, always. 
: Do you lose anything as a result of not being good enough and being 


second best? 


: I guess status. All those things I mentioned, business, car, job, house, 


wife... People look up to you when you have those, no one could pos- 
sibly look up to me now. 


: Right. So you feel you have lost status. Does status confer anything on 


people? 


: People respect you more when you have those things. 
: So status and respect are related and you have lost these? 


Yes. 


: Can I just summarise? Two important themes seem to have been iden- 


tified here: one is this view of yourself as not good enough and also a 
view that people are in some way better than you. When you say better 
than you, how would you define that? Do you mean more intelligent, 
kinder, more likeable? 


: No, more successful. There is always someone more successful. 
: Is everyone more successful than you? 

: No. (bitter and angry tone) But there is always bloody someone! 
: Like your wife’s dad at the christening? 

: (through gritted teeth) Yes! 


236 COGNITIVE THERAPY FOR PERSISTENT DEPRESSION 


T: So, to summarise again, you have this view of yourself as not good 
enough and some other people as more successful than you. This seems 
related to that rule we discussed two sessions ago where you talked 
about the idea that ‘If I strive to do things properly I will be the best’. 
What do you think? 

D: I’m sorry, I haven't a clue. My mind is a jumble. Can we stop now? 

T: Sure. Take a few moments and then we can summarise what we’ve 
discovered from what we've discussed. 


Through this discussion, the relationships between different factors at dif- 
ferent levels in Dave's belief system become clearer. Dave's view of himself 
as a loser depends on his having lost the things that confer status and re- 
spect. He sees this resulting from a constitutional inability to be the most 
successful person (‘no matter how hard I try .. . there is always someone 
more successful’). This in turn confirms a more fundamental view of him- 
self: ‘I’m not good enough.’ 


Labelling the Belief 


Once candidates for underlying beliefs have been identified, they should 
be checked out with the patient to see if they believe that idea does describe 
how they see themselves or does fit with their view of other people or the 
world in general. Firm endorsement by the patient is generally necessary 
for a statement to be considered a good description of one of that patient’s 
central beliefs. Only in exceptional cases would a candidate belief that is 
denied or given lukewarm endorsement be accepted as an unconditional 
belief, and only where the denial could be explained well by the formu- 
lation in which that belief was integral. As was the case with Dave, the 
patient’s emotional response can help to confirm whether an underlying 
belief has been identified. A high degree of upset to simply the use of certain 
words or phrases indicates that those words are likely to be descriptive of 
an important core belief. Where central beliefs are conditional, high levels 
of affect rarely accompany simply identifying, pointing out or discussing 
those ideas. 


Although the therapist may be instrumental in helping to identify the pre- 
cise nature of the belief, it is best to use the patient’s own words to label the 
belief. Where the patient has not spontaneously supplied an obvious label 
during the process of identifying beliefs, this can be done by reminding 
them of a typical situation or two where their beliefs have been activated 
and asking them what word or phrase best describes their sense of them- 
selves in that situation. Idiosyncratic or colloquial expressions frequently 
capture the content of unconditional beliefs better than more conventional 
psychotherapeutic terms (‘I am worthless’). For one patient, the idea ‘Tam 
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a blob’ captured his view of himself both physically and socially. He had 
always thought of himself as fat, and indeed had been teased for this when 
he was young. Moreover, the idea of being a blob also summed up for him 
how he viewed himself as both weak and unable to have much effect on 
the world around him, which in his view left him at the mercy of others’ 
uncharitable judgements. One young woman adopted the phrase ‘I am 
crap’ to describe her self-schema. This encapsulated for her how she saw 
herself failing at anything that she attempted, how she saw herself fre- 
quently failing even to attempt things and also how either way she just felt 
upset and miserable. Although she would doubtless not have used this 
word about herself when she was a child, she believed it reflected how she 
viewed herself even then. Moreover, it also seemed to capture the rather 
nasty self-critical nature of much of her self-talk. 


Beliefs about Other People 


As well as negative beliefs about the self, it is important to identify beliefs 
about other people in persistent depression. These beliefs are often com- 
plementary to the beliefs about the self, as can be seen in the above example 
with Dave. Where the self is assumed to be bad, horrible or unacceptable, 
other people are often expected to be demeaning, critical or rejecting. Where 
the self is viewed as weak and inadequate, others are often seen as strong 
and invulnerable. Even though most of the work on beliefs will probably 
focus on the self-beliefs in such cases, it is usually helpful explicitly to iden- 
tify such other-referent beliefs. In particular, this helps to clarify the nature 
of the negative predictions when conducting behavioural experiments. 
There are cases where the beliefs about other people are more important 
than self-related beliefs and cannot simply be inferred from them. For 
example, Doug consistently expressed the view that other people could 
not be trusted and that they would let him down. Early in therapy, the 
therapist assumed that this was related to a core belief that he was not 
worthy (of their respect and effort). As therapy progressed, it became clear 
that even when his view of himself was positive and he was satisfied with 
his part in things, Doug still saw other people as a let down. His view of 
others, which could be traced back to being brought up in a highly pro- 
tective relationship with his parents in a rough neighbourhood, was an 
important core belief. 


PROBLEMS IN IDENTIFYING UNDERLYING BELIEFS 


In general, the patient’s conscious endorsement and emotional arousal 
can help to guide the therapist in identifying central beliefs. However, 
in persistent depression, behavioural, cognitive and emotional avoidance 
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can interfere with identifying unconditional beliefs. Active endorsement or 
emotional arousal does not necessarily accompany the identification of cen- 
tral beliefs. Cognitive avoidance may result in denial of underlying beliefs, 
whereas emotional suppression often enables patients to talk about core 
beliefs with minimal overt upset, although this is frequently accompanied 
by a general increase in tension levels. Identification of underlying beliefs 
in persistent depression relies on careful guided discovery by the therapist 
over a period of time, along with familiarity with the range of the patient’s 
problems. Quick methods such as the use of questionnaires can often back- 
fire. One patient who was asked to fill in the Dysfunctional Attitude Scale 
(Weissman & Beck, 1978—a measure of the extent to which patients en- 
dorse various attitudes that are supposed to reflect their underlying beliefs) 
placed all her responses in the most extreme right-hand column and gave it 
back, clearly believing that she had represented her views in the most nega- 
tive terms possible. However, she had failed to realise that some of the items 
are reverse keyed (where strong agreement through use of the rightmost 
response box is a positive response) so her score overall was quite middling. 
When the therapist got to know her better, it became clear that this failure 
to process the detail of apparently negative responses was consistent with 
her cognitive and emotional avoidance in a variety of situations. 


Difficulties due to Behavioural and Cognitive Avoidance 


Behavioural avoidance can operate so that crucial issues are simply not 
considered. Cognitive avoidance results in reluctance to think about certain 
issues and, when confronted with them, to miss their significance. For 
example, Pauline (who at the beginning of therapy insisted that she was 
stressed rather than depressed) had no really intimate relationships and 
her day-to-day lows concerned her inability to accomplish certain tasks. 
Over the first few therapy sessions, she came to acknowledge seeing herself 
as worthless and could relate this to failings in attempting various tasks. 
However, Pauline’s distress when discussing these issues was minimal and 
inconsistent with the severity and persistence of her depression. If therapy 
had addressed only those concerns about the day-to-day tasks in which 
she engaged, then important issues would have been missed. Her more 
deeply upsetting belief that she would be abandoned by others became 
apparent only when the therapist raised the possibility of her deepening 
some of her relationships to elicit more support. Even when discussing 
these issues, Pauline would use the term ‘worthless’ about herself in a 
vague fashion, which made her less upset by obscuring her distressing 
belief that she would always ultimately be left on her own. 


In such cases, where situations or issues are being avoided, mentally or ac- 
tually confronting the avoided issues helps to elicit the underlying beliefs. 
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This is usually done in session by asking the patient ‘what if?’ they were 
in that situation or, getting them to imagine themselves in the avoided sit- 
uation. With Pauline, the therapist asked what would happen if she did 
let particular friends know how low she felt at times—for example, on the 
anniversary of the untimely death of her sister. She responded that if peo- 
ple knew she was upset, they would lose interest in her. This was followed 
up by ‘downward chaining’, posing further ‘and what would that mean?’ 
questions. Fighting to contain her upset, Pauline said that she believed 
she would be left alone, in pain and abandoned. When such high levels 
of distress accompany global thoughts about self or others, the therapist 
has taken a significant step in identifying the underlying beliefs. How- 
ever, some patients may then revert to avoiding the issue and may still 
not acknowledge the underlying beliefs themselves. The therapist may 
need to be quite patient in repeatedly highlighting the potential for up- 
set, pointing out the avoidance and suggesting the possible underlying 
belief. 


Difficulties due to Emotional Avoidance 


In addition to behavioural and cognitive avoidance, emotional avoidance 
can also interfere with the identification of core beliefs. In their state of 
blunted gloom, some patients experience some degree of difficulty in most 
activities of daily living and fairly readily endorse virtually any negative 
sounding statement about themselves. The endorsement of all negative 
content along with minimal acute emotional response to any of it renders 
it hard to assess what the most central issues are. Familiarity with the 
problems of patients is helpful, as over time some issues almost always 
emerge as more important than others. Once patients begin to acknowledge 
that they keep their feelings ‘under wraps’, it can be helpful simply to ask 
them what would happen if they did not keep their feelings at bay. The 
downward arrow technique can then be used to lead to underlying beliefs. 
Many patients respond that they would break down or lose control over 
their feelings, that the therapist would see this, and that would show them 
to be the weak individuals they truly are. As patients gradually relax their 
guard over their feelings, content related to the core beliefs can begin to 
emerge. With some patients this seems more likely to happen when they 
know the session is coming to an end. 


Assessing the Relative Importance of Different Beliefs 


Another problem encountered in identifying unconditional beliefs is where 
several different beliefs are uncovered. There is usually a question of 
whether one in particular is truly at the core or whether they are equivalent 
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but separate core beliefs. In many cases, trying to identify which belief is 
‘more core’ than the others in order to target the true core belief can be im- 
portant. Distinguishing beliefs that seem to be driving problematic feelings 
and behaviours from those that seem to be consequences of the problems 
can be useful. Examining the historical roots of the beliefs to see which 
came first can also shed some light on this. From the outset of therapy, 
Rosemary frequently became guilty, resigned and hopeless when she was 
in situations where she thought she had failed to meet other people’s needs 
or expectations. She reported many negative thoughts about letting other 
people down. In one session, she reported feeling guilty about having 
failed to visit an elderly aunt the previous day as she had intended. She 
reported that she felt bad about having let this old lady down (even though 
she had not in fact confirmed with her aunt that she would visit). When 
the therapist asked ‘Supposing it was true that you let the old lady down, 
what would it say about you as a person?’, she replied that it showed 
what a horrible person she was. She went on that the old lady could no 
longer get around for herself and had few visits from her own children 
(who were not seen as horrible), which confirmed to her how horrible she 
was. Rosemary then began to catalogue previous things she had done that 
seemed to prove this point, including her rather messy divorce some years 
previously, which she had alluded to several times in sessions but was re- 
luctant to discuss. She described how she had instigated this divorce which 
had indeed been upsetting to her children and had resulted in divisions 
within her family. To her, this put the matter of her being horrible beyond 
debate. Her dismissal of information contrary to her belief and the way 
she tied disparate events together in a single theme seemed to confirm that 
her view of herself as horrible was a core belief. 


However, it had also become clear to the therapist that for much of the 
time Rosemary was faced with a daunting set of demands from herself 
and others which made letting people down inevitable. She took on tasks 
for others without considering what was possible for her, practically or 
emotionally. Attempts by the therapist to explore with her the possibility 
of setting some limits on what she took on for others or to schedule time 
to rest or do things for herself were met with an aghast expression and 
assertions that this would prove she was selfish. When the meaning of this 
was further explored, she said that she believed that if she did not do what 
others wanted then they would see her as a nuisance. When the therapist 
asked how she felt about never getting to do anything she herself wanted, 
she replied that her feelings didn’t count. At this point, she had shrunk 
down into her chair and was speaking even more quietly and apologetically 
than usual. When the therapist asked what she was thinking about herself, 
she replied, ‘Well that’s me isn’t it? I don’t count.’ Her reaction here and 
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the theme that seemed to tie together her behaviour in many situations 
suggested an alternative core belief that ‘I don’t count’. 


The therapist formulated that the belief that she did not count was driving 
her tendency to take on anyone else’s demands (through her assumption 
that if she did not she would be seen as a nuisance). The consequence 
of this was that she was bound to fail to meet them all. When she did 
fall short of these boundless expectations, she assumed that she had let 
people down and that she was a horrible person. Her view of herself as 
a horrible person was a consequence of believing that she did not count, 
which was a more fundamental belief. This formulation was backed up by 
examining the roots of the beliefs. She had spent most of her childhood in 
the care of her grandparents, as her parents were away or busy. Although 
her grandparents were kind to her, she was always aware that they were 
doing her a favour to look after her and had often felt that she was in the 
way when their other children (i.e. her aunts and uncles) came to visit. 
The sense that she did not really matter to her parents, and the sense of 
being cared for being a special favour rather than something she deserved, 
fitted with her fundamental belief that she did not count. To stop herself 
feeling too much of a nuisance she would take on various chores, but 
would sometimes get overwhelmed by them and would believe that she 
had let her grandparents down terribly. This set in train the pattern of 
events reinforcing her view of herself as horrible. 


With Rosemary as with many patients with resistant depression, identify- 
ing her underlying beliefs was complex and time-consuming. It involved 
different techniques, such as identifying themes and downward chaining, 
and much exploration of the meaning she attached to current and past 
events. Once the two potential core beliefs had been identified, careful 
formulation of their precise relation was tested against information gath- 
ered through discussion of her early childhood. Working to identify which 
belief was ‘more core’ proved valuable to her progress in therapy. It helped 
to engage her in a process which she had largely seen as an indulgence 
and helped to give her some understanding of her sense of herself which 
could be used to build some distance from her beliefs. It also clarified the 
most important targets for work on modifying her beliefs: for Rosemary, 
addressing her belief that she did not count would be likely to help with her 
belief that she was horrible, whereas the reverse was not true. However, 
in some cases, such consideration does not lead to firm conclusions about 
which is the ‘most core’ belief. Rather than getting hung up on theoretical 
nuances, the most important consideration here is what the patient wishes 
to achieve. Discussing the different negative beliefs and how the patient 
would most like to see themselves differently often gives enough sense of 
which belief it is most important to address in short-term therapy. 
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DEVELOPING AWARENESS OF UNDERLYING BELIEFS 


In acute depression, once conditional beliefs have been identified, patients 
can often begin to question them immediately. While this is sometimes 
so in persistent depression, immediate and direct attempts to question or 
challenge beliefs are usually unsuccessful. This is to be expected. Central 
beliefs are not generally experienced as beliefs by the patient. Rather, the 
phenomenal experience of these ideas is as facts—the sky is blue, grass is 
green and, for example, as Marion would define herself, I am unlovable. 
For many patients, their unconditional beliefs are to them unquestionable 
truths. Even conditional beliefs or assumptions are held as principles that 
are essential or fundamental in life. The notion of questioning such ideas 
makes little sense to many patients. For the average person, it would be 
like trying to tell them the sky is not blue. Although most people would 
concede that sometimes the sky can be pink, and that all too often it is grey, 
they would return to the view that the sky is blue. As many patients have 
held these beliefs to be true over a long period, starting to question them 
immediately they have been identified is usually met with incredulity, 
accompanied by anxiety and defensive resistance. This is understandable, 
as undermining these beliefs in a direct and forthright manner too early 
in treatment can leave patients feeling as if they have experienced an 
onslaught on the core of their identity. 


Recognising Beliefs as Beliefs 


Within a short-term treatment protocol of around 20 sessions, it is not gen- 
erally realistic to aim for the patient to adopt completely different funda- 
mental beliefs. Even in longer courses of therapy, the aim of working with 
beliefs can be seen as one of beginning to create doubt (and tolerance of that 
doubt) where previously there was certainty. The clinician is attempting to 
introduce a degree of flexibility into the patient's belief system to facilitate 
more adaptive interactions with the environment. Before there can be any 
chance of questioning or modifying underlying beliefs, the patient must 
be helped to consider the possibility that these beliefs are ideas or percep- 
tions, rather than being unquestionable truths which are etched in stone 
‘in the world’. Conveying the idea that, while holding these beliefs may 
be understandable, their content is not necessarily accurate paves the way 
for any subsequent attempts at modification of those beliefs. 


Many of the symptom-based cognitive therapy interventions discussed 
earlier in this book set a precedent for this aim. Developing formulations 
of problems, modifying automatic thoughts and establishing behavioural 
changes can help patients to begin to distance themselves from their 
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thoughts. These approaches can help patients see that many thoughts are 
not invariant, but that their believability varies according to mood state. 
When the focus moves on to more fundamental beliefs, this earlier work 
can improve the likelihood that belief modification will be approached 
as a collaborative endeavour between patient and clinician, rather than 
the patient seeing the interventions as something that is done to them by 
the clinician. However, even when progress has been made in developing 
strategies for addressing symptoms and current problems, some recogni- 
tion of beliefs as beliefs needs to be developed before work to question 
beliefs will be accepted. There are three main strategies that can assist 
with helping patients to see their underlying beliefs as ideas or percep- 
tions rather than as facts. These are: examining the experiences that may 
have led to the development of the belief; presenting the idea that beliefs 
are like prejudices; and understanding the mechanisms or cycles by which 
the belief is maintained. Two or three sessions are often devoted to these 
strategies before more active attempts to modify the unconditional beliefs 
are attempted. 


Examining the Development of Beliefs 


The first step in helping patients to see their beliefs as ideas or percep- 
tions rather than unquestionable truths is often taken through exploring 
the early experiences that led to their adopting those ideas. Soon after the 
underlying beliefs have been identified, the aim is to help patients to see 
that certain prior experiences may be colouring how they see themselves or 
interpret events in the present. The general impressions they formed dur- 
ing the earlier experiences are highlighted and compared with their cur- 
rent beliefs and expectations. Precise details of any traumatic events and 
re-experiencing of the associated emotions are not necessary at this point 
(in contrast to subsequent work which aims at restructuring the meanings 
associated with traumatic memories). Where patients report evident phys- 
ical, sexual or verbal abuse during their childhood, the general effects of 
this on self-image and expectations of others are not usually hard to iden- 
tify. For example, Kate described how her father had constantly criticised 
every aspect of her behaviour from an early age. This included not only 
common ‘shortcomings’ like playing too boisterously or not doing well 
enough at school, but also that she breathed too loudly and swallowed 
too loudly when eating. On occasion, her shortcomings had resulted in 
her being beaten with a belt. Kate recalled feeling constantly discouraged 
and hiding from her father in her bedroom. She found it easy to see a 
link between this and her core belief that she was ‘horrible’, which had 
been identified from themes in her automatic thoughts about her current 
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personal life. Seeing that her sense of herself had probably been impressed 
on her by these early experiences helped her to stand back a little whenever 
she felt judged and rejected like this. 


In other cases, the links of current beliefs and childhood experiences are 
more subtle. The detrimental effects of being brought up in an environ- 
ment where the noxious influences were more insidious or ongoing can 
be harder for the patient to recognise. This is often the case where the 
family background was experienced as positive or where the unhelpful 
influences were socially or culturally reinforced. Teasing out the historical 
roots of the belief can be particularly helpful in these cases. For example, 
during therapy with Graham, the themes emerged that he saw himself as 
inadequate, others as more important than he was, and the need for the 
world to be fair. In seeking to identify early experiences that may account 
for this view, Graham reported his childhood as impoverished but reason- 
ably happy. Although he described his parents as strict and not emotionally 
demonstrative, he felt that his large family had got along well. He recalled 
disliking his Church of England primary school. At senior school, he was 
academically able and enjoyed the academic work. This school was strict 
and Graham recalled trying to be well behaved in order to avoid punish- 
ment. 


In this fairly ordinary mix of positive and negative experiences, Graham 
had difficulty identifying experiences that may have contributed to the 
formation of his belief that he was inadequate. As Graham had disliked 
his Church of England primary school but had also attended a Church of 
England Church until he was 16, the therapist asked Graham how reli- 
gious ideas may influence his view of himself, other people and the world. 
Graham stated that he had rejected all concepts of God and religion in his 
adolescence and therefore felt that these ideas did not really impact on his 
view of himself, the world and relationships. When asked what had led 
him to reject his religion, Graham said he disliked the dogma and inflex- 
ible rules of the Church, which judged people and their actions in black 
and white terms. He perceived what he termed ‘religious people’ as often 
being harshly and unjustly critical of others. Earlier therapy sessions had 
already identified that Graham was extremely self-critical and that he set 
rigid and high expectations regarding his own performance, which fre- 
quently led to a subjective sense of disappointment. The therapist then 
asked if it were possible that, while at an intellectual level he rejected reli- 
gious dogma, at an emotional level he had internalised principles from his 
religious upbringing as rules for living. Initially Graham was sceptical. For 
homework, Graham was asked to consider the type of rules that existed 
in the family and at school regarding how he was expected to conduct 
himself, and to listen to an audiotape of the session. 
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At the following session, he brought up further discussion of his upbring- 
ing as an agenda item, from which he was able to articulate what he saw as 
the central message from his childhood, at home, at school and in Church. 
The principles he identified stressed that a person has to strive to be better, 
indeed perfect, but according to religious rules, people are at best imperfect 
and at worst bad. In addition, these principles stressed that it is important 
always to put others first and to ‘know your place’ by showing humil- 
ity in all endeavours. This helped to make sense of Graham’s conditional 
beliefs ‘If you are good, kind, fair and hardworking you will be rewarded’ 
and ‘I must strive to be perfect in order to be worthwhile’. Graham now 
recognised that when it came to himself (but not others) he applied these 
principles harshly and with exacting rigour. He felt he could never live up 
to the standards dictated by these rules he set himself, and as a result he felt 
continually disappointed in himself. The implicit message of always being 
found to be wanting accounted for his view of himself as inadequate. The 
origins of his view that others were more important than him and that as 
a principle fairness was of paramount importance were also now recog- 
nisable. This articulation of early experiences that may have accounted 
for Graham’s view of himself, others and the world helped him to take the 
stance that these were indeed perceptions open to further examination, not 
immutable facts. Seeing that his sense of himself had likely been shaped 
by these early experiences helped him to stand back a little from applying 
these rules to himself in such a self-defeating and unforgiving way. Over 
time this led Graham to begin to tackle some of his longstanding avoidance, 
particularly in the realm of relationships. 


The Prejudice Model 


A second strategy for helping patients to see their beliefs as beliefs rather 
than facts is the prejudice model, which was originally described by 
Padesky (1990). The idea of prejudice is used as a way to demonstrate the 
information processing errors that can maintain unconditional beliefs and 
to suggest to the patient ways for initiating change in those beliefs. Framing 
negative beliefs as possible prejudices can give patients some distance from 
those beliefs and begin to lessen their impact. The prejudice model is used 
once the patient has some familiarity with the process of questioning auto- 
matic thoughts. This will usually have resulted in some recognition from 
the patient of the possibility that not all their perceptions are accurate or 
true. It helps if the patient and therapist have agreed on a suitable label 
that describes the patient’s underlying view of themselves, others or the 
world. Using this method generally takes around 30 minutes, but when 
working with chronic depression, it can take up a full therapy session. The 
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prejudice model was used in Elizabeth's twelth therapy session, as presented 
below. 


T: 


Smamtam 


m e A 


Can you think of someone you know who has a prejudice with which 
you disagree? 


: Yes, my friend Bob thinks all women are bad drivers. 
: OK. So when Bob sees a woman who is not making such a good job of 


driving how does he react? 


: Oh, he gets really annoyed and is really critical. 
: In what way is he critical? What does he say? 
: Things like, ‘Isn’t that just typical!’, ‘They’re all useless’, ‘They shouldn't 


be allowed on the road’, ‘They are dangerous’. 


: Okay, he’d say it was typical and see them as useless or dangerous. How 
y, y typ 8 


does Bob react when he sees a woman driving competently? 


: I don’t think he would even notice. 
: Right, that seems important he wouldn’t notice. Anything else he might 


do? 


: I’m not sure. 
: Say, for example, you brought to his attention an example of a woman 


driving well? 


: He would make some excuse. 

: What sort of excuse? 

: Well, like she was an exception to the rule. 

: Right, so Bob might discount the example in some way? 


Yes. 


: If you were to give Bob a piece of statistical evidence that men are 


involved in more car accidents than women and that this results in 
higher insurance premiums for men, what would he say? 


: I’vetried this. He will have none of it. He dismisses it as a conspiracy agai- 


nst men by the government because it’s politically expedient to favour 
women. Therefore, government must be putting money in the insurance 
companies’ back pockets to produce such statistics and insurance deals. 


: Wow that’s some explanation! Just to summarise then. When encoun- 


tering an example of a woman driving badly, Bob would immediately 
notice it and seize upon it as evidence to prove his point—‘T told you 
so’. However, if Bob comes across an example of a woman driving well 
he may not even notice or he’d discount it as an exception to the rule. And 
finally in the face of hard statistical evidence against his prejudice he 
would dismiss the evidence without even giving it any consideration. 
Does that seem a fair summary? 

Yes. 


: So, if Bob sees a woman driving well, would it change his view? 
: Not at all, no. 
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T: So what would happen to the way he thinks—this prejudice of his? 
E: Nothing, he carries on thinking the same way. 
T: Right, he carries on thinking the same despite the facts. 


In this phase of presenting the model, it is important that the patient 
chooses a prejudice with which they disagree. Only by doing this will the 
patient be able to see the distortions inherent to the prejudice. Choosing 
a prejudice with which the patient disagrees helps to convey the message 
that firmly held beliefs can be ideas or perceptions rather than unques- 
tionable truths. Apart from the prejudice described above, patients have 
raised a range of issues, including: ‘Men are bastards’; ‘Southerners are 
unfriendly’; ‘People with tattoos are thugs’. The purpose of this phase of 
the metaphor is to use socratic dialogue to identify how Bob responds to 
information that is discrepant with his belief ‘Women are bad drivers’. It is 
important to prompt the patient to identify several information processing 
biases for dealing with discrepant information, including not noticing, dis- 
tortion, discounting, and calling the observation an exception to the rule. 
The next step in presenting the model is to examine how the prejudice 
might be changed. 


T: Then how could you change Bob’s prejudice against women drivers? 

E: I don’t think I could. 

T: Let’s imagine that it is important for Bob to try to change his prejudice. 
How might we go about it? 

E: Mmm... that’s difficult. I’m not sure. 

T: OK. You said before that one of the things that prevented Bob’s prejudice 
from changing is that when he encounters a woman driving well he 
either doesn’t notice it or discounts it by saying it is the exception to the 
rule. 

E: Uhuh. 

T: So, what would happen if we asked Bob to keep a record of how many 
times each day he saw examples of women driving well? 

E: Oh, I see. Yes, that might work. 

T: Any other strategies we might use? 

E: I guess we could ask him to keep a record of all the times he got annoyed 
at women drivers and then ask him to try to develop a more balanced 
view. 

T: That seems like a good idea, how might we do that? 

E: We could ask him to keep a thought record and help him to examine 
the evidence for and against his thoughts. 

T: You mentioned examining evidence for and against thoughts, which is 
something we have done in our sessions together. Alongside that we 
looked at thinking errors. What thinking errors exist in Bob’s prejudice? 
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Mam 


T: 


: Err...discounting the positive, overgeneralisation, black and white 


thinking, magnification and minimisation and emotional reasoning. 


: Quite a few thinking errors there. How might we go about tackling some 


of these? 


: That’s a hard thing to do. 
: Yes, it is. What might be the effects of asking Bob to record examples of 


men driving badly and identify how he minimises their mistakes and 
magnifies those of women? 


: Yes. That may help him to add in the shades of grey and develop a more 


balanced view. 


: How often would Bob need to use these strategies? 

: Every day I suppose. 

: Over what time period would he need to keep his record? 

: Mmmm...I think it would be hard to change. Several weeks if not 


months. 
Yes, I’d agree with you there. 


The degree to which each patient engages in this part of the process is 
variable. It may be influenced by the extent to which the patient has been 
able to utilise symptom relief strategies effectively in the early stages of 
cognitive therapy. If they have been successful in using these strategies and 
have gained benefit from them, then patients are more likely to advocate 
their utility in the scenario presented in the prejudice model. The final 
phase in presenting the prejudice model is to examine with the patient 
whether their unconditional belief acts as a prejudice. 


T: 


E: 
T: 


OK, Elizabeth, what do you think is the reason I’ve been talking about 
prejudice today? 

I’m not sure. 

Since we started our sessions the theme of failure has come up a number 
of times. Over the last two sessions, we have been talking more about 
this theme and how it impacts on your life. I wonder if your perception 
of yourself as a failure is in any way similar to Bob’s prejudice that ‘All 
women are bad drivers’? 


: You mean in the way I think? 
: To some extent yes. Can we examine your perception of failure in the 


same way we examined Bob’s prejudice? 


: OK. 
: Let’s say that your perception ‘I am a failure’ is a prejudice you hold 


against yourself. Do you remember three weeks ago when you inadver- 
tently deleted your report from the computer at work? 


: Oh, yes (sighs). 
: If you get out the diary sheet we recorded your automatic thoughts on 


when that happened... 
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amam 


amam an 4 


4m 


: (rifles in her therapy folder) Here it is. 
: What thoughts did you record? (Elizabeth puts it on table between herself 


and therapist.) 


: Tm useless.’ ‘I always make mistakes.’ ‘I should know better.’ Tve 


wasted the whole day.’ ‘I’m such a failure.’ 


: How many times have you thought about that incident since it hap- 


pened? 


: Initially every day for the first week. Now it comes into my mind every 


time someone mentions that particular report. 


: How do you feel when you remember it? 
: Pretty annoyed. It shouldn’t have happened. 
: Right. Let’s compare that incident with the time last week when your 


boss praised your work and told you how the new filing system made 
his job so much easier. What went through your mind when he said it? 


: I’m not sure. 
: OK, I made a few notes when you were talking about it in the session. 


(Elizabeth looks down.) You said ‘anyone could do that, it wasn’t difficult 
and he was probably just trying to be nice because I’ve been off sick’. If 
you compare how you responded to deleting the report—which was a 
mistake in most people’s book—versus your boss praising your work, 
do you notice any differences in how you make sense of the information? 


: Well...I guess I pay more heed to the mistake and disregard the praise. 
: Would you say that is something you generally do? 

: (sighs) Yes. 

: Would it be fair to say that when you make a mistake, your attention is 


immediately drawn to it, you turn it over and over in your mind and 
add it to a long list of evidence you have accumulated to support the 
idea you are a failure? 


: Mmm.... 
: And yet, when you do something well and you receive praise, you 


dismiss this or try to find reasons which underplay your role in the 
success or discount it as irrelevant? 


: OK, I see what you are saying. 
: So, similar to Bob’s beliefs about women drivers, could this perception 


Tm a failure’ be a prejudice you hold against yourself? 


: But it’s true, I am a failure. 

: So you seem to view the idea you are a failure as a fact. 

: It is, isn’t it?—well, it seems so to me. 

: Mmm... would that be an example of something someone with a prej- 


udice might think? 


: How do you mean? 
: If we returned to Bob for a moment, wouldn’t Bob say it is a fact ‘All 


women are bad drivers’? Do you agree that is a statement of fact? 
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E: No, it is his opinion. 

T: OK, what would happen if we tried to view this idea ‘I am a failure’ 
as an opinion or prejudice you hold about yourself that others may 
disagree with in exactly the same way you disagree with Bob’s opinion 
of women drivers? 

E: (heavy sigh) I see what you are getting at but it seems impossible. 

T: I appreciate it seems that way right now. I’m reminded of when we 
began therapy and we started working on breaking tasks down into 
more manageable chunks. At first you found that pretty difficult as I 
recall. 

E: Gosh, yes. 

T: So we worked together on it at first, but now am I right in saying we 
don’t really refer to it in sessions and you pretty much use it on your 
own? 

E: Yes, I use it all the time. 

T: So do we have anything to lose by applying the same practice and 
persistence to working on this perception ‘I’m a failure’? 

E: I guess not, but I’m not sure it will work. 


Attention should be drawn to reactions of the patient that confirm the 
beliefs, such as ‘I told you so’ and ‘My beliefs are true’. The therapist 
should ask whether these are things that someone with a prejudice would 
think. It is particularly important to draw attention to times when the 
patient discounts, distorts or makes an exception for things that do not 
fit with their negative self-view. It is helpful for the therapist to be able 
to bring up examples of this from preceding therapy sessions as well as 
drawing attention to these processes whenever they occur subsequently in 
therapy. 


Most patients can make some use of the prejudice model, which helps them 
to see the possibility that their beliefs are beliefs rather than facts or reality. 
As the negative view of self is pervasive, patients often find questioning 
of their beliefs or contemplating alternative viewpoints uncomfortable. To 
begin by viewing this negative self-view as a prejudice is less threatening. 
Even though the patient still believes it, the prejudice model affords some 
psychological distance from the negative belief. This paves the way for 
testing out the prejudice and considering alternative beliefs using a variety 
of methods outlined in the next chapter. 


Belief Maintenance Cycles 


In addition to helping people see the historical roots of their beliefs and how 
their beliefs may be maintained through prejudicial thinking processes, it 
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is also important to explore with patients how acting in accordance with 
their beliefs may be reinforcing them. The cognitive model proposes that 
beliefs often drive avoidance and compensatory strategies, and that the 
effect of these strategies results in experiences that consistently confirm 
the beliefs. Given this, it is important when working with persistently 
depressed patients to illustrate how the way they behave may serve to 
confirm their beliefs. Patients can then see that, although there may be 
some truth to their beliefs, this truth in part results from their own actions. 
This opens the possibility of testing whether different courses of action may 
produce different outcomes and so support different beliefs. This strategy 
is pursued by focusing ona current problem situation and asking how the 
conditional and unconditional beliefs influence how the patient handled 
the situation. 


For example, Stan arrived at a session mid-way through therapy in a 
gloomy mood because his family had all arranged to go on a day out 
the following weekend. Other members of his family had decided where 
they would go and Stan was not expecting to enjoy the outing. In previous 
sessions, Stan’s view of himself as weak had been identified from themes 
in his negative thinking and the prejudice model had been discussed. The 
therapist suggested examining how Stan’s belief about himself was affect- 
ing how he dealt with things and suggested writing this down on paper 
(see Figure 7.1). The therapist asked how Stan’s view of himself as weak 
affected how he handled the situation regarding the outing. Stan replied 
that he had not said where he wanted to go in the discussion of the out- 
ing, as he thought that no one would listen to what he wanted anyway. 
When asked what the effect of this was, he replied that others then took 
control of the situation and he ended up doing what other people wanted. 
Stan could then see that he concluded that he had no control over the sit- 
uation, which made him feel more stressed about it. The therapist asked 
what the effect of this was on his view of himself, and Stan realised that 
he saw other people taking control and his feelings of being stressed out 
as further evidence of weakness. In this session, the belief of weakness, its 
effects on his behaviour, the interpersonal consequences of this behaviour 
and the further effects of this on his beliefs were sketched out on paper to 
illustrate a vicious circle. This is shown on the left-hand side of Figure 7.1. 
This helped Stan to see that acting and thinking as he did, there was lit- 
tle prospect of seeing himself as anything other than weak. He concluded 
‘nothing’s going to change while I think like this’. 


Over the next couple of sessions, Stan’s other typical behaviours, and how 
they tended to reinforce his view of himself as weak, were added to the dia- 
gram. For example, he and his wife had given a family party for his daugh- 
ter’s birthday. The party had been greatly enjoyed by his daughter and all 
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Unconditional belief: 


Iamweak <4 


Conditional belief: 
If I say what I want, I can’t cope with If I feel good, I will 
I won’t get it not succeeding only feel worse 
afterwards 
Strategy: 
v 
Don’t say what I want Don’t do things Don’t take any 
unless sure of pleasure from things 
success 
Effects: 
v v v 
Others take control Achieve little No enjoyment 
Thoughts: 
v v v 
Think I have no Think ’'m Think I can’t be 
control incompetent happy 
Feelings: 
Stressed out Depressed Hopeless 


Figure 7.1 Belief maintenance diagram for Stan 


those present except Stan. He could see that he had kept any potentially 
pleasurable feelings at a distance for fear that they would disappear and 
leave him feeling worse afterwards. However, not enjoying a party that 
everyone else enjoyed resulted in him thinking that he was incapable of 
being happy, which reinforced his view of himself as weak. In this way, a 
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belief maintenance diagram was built up over several sessions, compris- 
ing his core belief, conditional assumptions, resulting behaviours, envi- 
ronmental consequences and further effects on his thoughts and feelings 
(see Figure 7.1). This is similar to a cognitive conceptualisation diagram, 
as described by J. Beck (1995), in which the core beliefs, dysfunctional 
assumptions, compensatory strategies, automatic thoughts and emotions 
are set out in full. 


It is often helpful to use an analogy to reinforce the perspective gained 
through this kind of discussion of how beliefs are maintained. Various 
analogies have proved useful, including that of having a bank account that 
only allows for debits, but not credits. As another example, at Session 10 
of therapy, Elizabeth rang to cancel her appointment with the therapist 
in order to go into work to finish a report. When she attended the fol- 
lowing session, the therapist had not seen Elizabeth for three weeks due 
to the Christmas holidays. Elizabeth described herself as ‘exhausted’ and 
everything as being ‘an effort’. It transpired that Elizabeth had been busy 
meeting the numerous demands that others made on her time and energy 
to the detriment of herself. In a tired and exasperated voice, Elizabeth told 
of how she had agreed at the last minute to decorate Christmas cakes for 
two friends to whom she felt unable to say no, of how she had also com- 
pleted all the necessary shopping for the family, of how she had gone into 
work in order to finish a report that was outstanding instead of taking 
the three days annual leave she had planned, and of how she had single- 
handedly cooked meals for 10 people on Christmas Day, Boxing Day and 
New Year’s Day. On top of this, she had made a 30-mile round trip every 
day for three weeks to visit an elderly uncle in hospital who had broken 
his leg. She expressed a stream of self-critical automatic negative thoughts, 
including ‘No matter how hard I try, I never get everything done. I haven’t 
done my homework. I really should try harder—I’m so disorganised. I’m 
useless.’ Elizabeth finished her update with a huge sigh. She put her head 
in her hands and said wearily: ‘I feel like one of those hamsters going 
round in a wheel, running round and round, faster and faster and getting 
nowhere.’ 


This seemed an excellent metaphor to characterise the ideas on the mainte- 
nance of beliefs that had previously been worked on. The therapist seized 
the opportunity to ask her: ‘What are you chasing in the wheel?’ Elizabeth 
and the therapist agreed that high standards and the approval of others 
were the two things she was chasing in the wheel. The previous session 
had focused on drawing out how trying to reach the highest standards and 
avoiding disapproval were strategies Elizabeth attempted to use to com- 
pensate for her view that she was a failure. The conclusion had been reached 
that these strategies served to reinforce her belief in two ways: firstly, that 
she could never satisfy the never-ending stream of demands she placed 
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Unconditional Belief 


lam a failure 


Thoughts 
I'm useless, 
I've failed 
Conditional Beliefs 
If I don’t do what others want 
I will be criticised 
If I can’t do something properly, there 
is no point in doing it at all 
Effects 


Can’t meet all the demands 
Feel exhausted 


Behavioural Response 


Push myself to try harder 
Take more things on for others 


Figure 7.2 Elizabeth’s belief maintenance diagram 


on herself; and, secondly, that she tended to interpret her constant feelings 
of exhaustion as an inadequacy that proved that she was a failure. The 
therapist was thus in a position to ask Elizabeth how the sense of chasing 
round in the hamster wheel was similar to the belief maintenance diagram 
drawn up the previous session (see Figure 7.2). 


Elizabeth described this as helping her to make sense of the recurring sets 
of circumstances in her life, but nevertheless remained despondent. She 
said, ‘I’ve always been like this. It’s wrong to put yourself first and I just 
feel so bad when I try, it’s not worth it.’ The therapist dealt with this neg- 
ativity by acknowledging that given that this had been a longstanding 
pattern in Elizabeth's life it certainly wouldn’t change overnight. How- 
ever, two questions were raised: ‘What would help you to slow the wheel 
down?’ and ‘What, if anything, would allow you occasionally to temporar- 
ily step off the wheel?’. These were posed as questions not to be answered 
there and then but as the basis for a series of behavioural experiments 
aimed at collecting evidence to test the validity of her conditional beliefs. 
The questions were deliberately aimed at questioning the dichotomous 
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nature of Elizabeth’s thinking by considering that the wheel could go at 
variable speeds and that Elizabeth may from time to time step off the 
wheel. 


The procedure of drawing out these belief maintenance cycles involves 
considering how a specific upsetting situation is affected by beliefs that 
have previously been identified. The emphasis of questioning focuses 
on the consequences of each step in the cycle. Useful questions in this 
process are: ‘how does this way of thinking affect what you do?’; ‘what 
happens when you do that?’; ‘what are the effects of that?’; and ‘what 
are the consequences of all this for how you see yourself?’. In contrast to 
interventions where specific negative thoughts are questioned, the validity 
of the thoughts is not questioned here. As with the prejudice model, the 
aim of illustrating the maintenance cycle of beliefs is to help patients to 
see their beliefs as part of a system that is self-perpetuating. This has 
two potential benefits. As in the case of Stan, the process of examining 
how the beliefs are reinforced can lead to something of a realisation that 
change is possible. Secondly, once such a diagram has been drawn up, 
whenever therapy is held up by a belief-related thought or behaviour, the 
therapist can ask ‘where are you on this diagram right now?’. This allows 
for repeated experiences of helping the patient to go from being immersed 
in a habitual way of seeing things to seeing their habitual way of seeing 
things as just that. This raises awareness of the beliefs as entities that can 
potentially be changed, and sets the stage for the possibility of testing out 
different ways of thinking, feeling and behaving. 


SUMMARY POINTS 


e Formulation of and intervention in the patient's belief system are essen- 
tial aspects of therapy with persistent depression. 

e Before underlying beliefs can be modified, it is important that the patient 
is helped to consider the possibility that these are indeed beliefs rather 
than incontrovertible truths. 

e Hypotheses about the patient’s beliefs are derived from themes in their 
thinking, use of the downward arrow technique, and from the things 
they avoid discussing. 

e Where several beliefs are identified, consideration should be given to 
their relationships within the patient’s overall belief system. 

e Examining in detail early experiences that contributed to the develop- 
ment of beliefs can help patients to see their firm beliefs as understandable 
conclusions from particular experiences, rather than as unquestionable 
truths. 
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e Comparing the patient’s belief to a prejudice that they disagree with can 
help them to consider the possibility that their belief might bias the way 
they see their life. 

e Drawing a diagram of how the belief is maintained can help patients 
to see that how they act makes an important contribution to what they 
believe to be true. 

e Helping patients to recognise that their beliefs are beliefs is essential in 
engaging them in the difficult process of modifying their beliefs. 


Chapter 8 


MODIFYING UNDERLYING BELIEFS 


In this chapter, you will find descriptions of: 


e General principles to keep in mind when trying to modify underlying 
beliefs 

¢ Methods for modifying conditional beliefs, including examining their 
advantages and disadvantages and carrying out behavioural experi- 
ments 

e Methods for weakening unconditional beliefs, including scaling, 
historical review of the evidence and guided imagery 

e Methods for building adaptive beliefs, including scaling on the alter- 
native belief, positive belief logs, and initiating new behaviours 

e Ways of helping the patient to consolidate changes in beliefs 


Having helped the patient to recognise their underlying beliefs and how 
they are maintained, the therapist has then to help the patient to modify 
those beliefs. The aim is to foster a greater degree of flexibility in the beliefs 
and how they are applied in various situations in order to give the patient 
a greater choice over their responses. The task of modifying underlying 
beliefs and assumptions is two-fold: to weaken the negative or maladaptive 
belief and to build a more positive or adaptive alternative. Within the 
cognitive therapy literature, a range of methods has been described for 
addressing both of these tasks (see Beck et al., 1990; Padesky, 1994; Young, 
1990). In this chapter, we first outline some general principles for modifying 
longstanding negative beliefs within a time-limited course of cognitive 
therapy. We then describe in detail the application of specific techniques 
for modifying conditional beliefs, weakening unconditional beliefs and 
building adaptive alternative beliefs in persistent depression. 


GENERAL PRINCIPLES OF BELIEF MODIFICATION 
Underlying beliefs underpin longstanding patterns of thinking, feeling and 


behaving that have been developed and elaborated over many years. These 
beliefs represent the individual's core constructs regarding the self, others 
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and the world. As discussed in the previous chapter, patients will not previ- 
ously have experienced these ideas as beliefs, but rather as unquestionable 
facts about themselves and their lives. Even when progress has been made 
in helping them to recognise that their beliefs are just that, mental repre- 
sentations influenced by behavioural and cognitive processes, the prospect 
of confronting and questioning such long-held certainties is daunting and 
threatening. In persistent depression, passivity and avoidance will tend to 
interfere with the task of modifying conditional and unconditional beliefs. 
Patients are unlikely to believe that change is possible, so their motiva- 
tion for the sustained effort required is likely to be low to begin with. 
The prospect of addressing these beliefs can lead to a range of negative 
responses, including hostility to the idea of examining beliefs; denial or 
minimisation of the impact that beliefs exert over their life; or a perception 
that the risk involved in entertaining the possibility of an alternative view 
of self is too great. The rigidity with which conditional and unconditional 
beliefs are held also affects the style of therapeutic work. 


Achieving any degree of enduring change in underlying beliefs requires 
systematic and tenacious effort in the application of change methods. Any 
changes are usually small in degree and occur quite slowly, as with most 
work in persistent depression. The therapist must therefore be particu- 
larly alert to small changes, in order to help the patient to see them. Small 
changes that do occur are fragile, and new perspectives or behaviours 
which have helped on one occasion cannot be assumed to ‘stick’. The thera- 
pist will need to help the patient to consolidate them in order to integrate 
them into a new perspective. This usually involves considerable repetition 
of any helpful interventions, with the therapist at first taking much of the 
initiative. The therapist needs to balance taking enough responsibility for 
initiating activities that will facilitate change with not allowing the patient 
to disengage from the attempt to effect change. When any degree of change 
has been achieved, the issue of how the patient can take responsibility for 
maintaining it usually has to be addressed explicitly in some way. 


The therapeutic change process often has to start at a rational or intellectual 
level. Abstract discussion may promote insight into the mechanisms that 
maintain underlying beliefs, but is unlikely to lead to any lasting change 
that will improve day-to-day functioning. Such change depends on expe- 
riential learning derived from consistent attempts to undermine the basis 
for unhelpful beliefs. It is often helpful if changes are experienced within 
the therapy setting before they are exported to the less controlled setting 
of the person’s everyday personal life. It is vital for the therapist to ensure 
that work with beliefs generalises to times when the patient’s emotions are 
activated in real life situations. In practice, this is achieved through specific 
behavioural experiments aimed at testing out beliefs and from systematic 
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collection of data to build alternative views of self, others and the world. 
Overall, the therapist and patient are aiming to rehearse different strategies 
for processing information and acting in the world, and in so doing to build 
a portfolio of experiences to counterbalance underlying negative beliefs. 


It can be helpful for the therapist and patient to be clear about the degree of 
change that will be most realistic and helpful. In order to accomplish help- 
ful change, it is neither necessary nor advisable to dismantle or destroy the 
patient’s entire belief system. A realistic aim is to work towards introduc- 
ing some flexibility where previously there has been rigidity or creating 
a degree of doubt where previously there has been certainty. A metaphor 
that some patients have found helpful is to compare their belief system toa 
sculpture hewn out of a block of marble. Although the sculpture may have 
some undesired features, it is not most helpful to consider pulverising the 
entire thing. It will be more feasible and helpful to chip away at an indi- 
vidual feature in order to reshape it and change the overall appearance, 
for example from a frown to a smile. 


Clearly there may be a conflict between the sustained and long-term nature 
of this kind of work and the short-term nature of the cognitive therapy con- 
tract. For lasting benefits to be achieved, the patient may need to continue to 
chip away at their unhelpful beliefs using specific cognitive therapy strate- 
gies for many months after therapy has ended. Indeed for some patients 
with chronic low self-esteem this may be a life-long venture. The goal of 
therapy is therefore not only to accomplish some degree of belief modi- 
fication during the course of the sessions, but also to develop a template 
that the patient will continue to use to consolidate new perspectives after 
the end of formal therapy. Modifying underlying beliefs is crucial to the 
patient’s progress in the longer term, both in terms of making continued 
improvements in well-being and social functioning as well as preventing 
relapse. 


MODIFYING CONDITIONAL BELIEFS 


Within the cognitive model described in Chapter 1, the patient’s belief sys- 
tem comprises both conditional and unconditional beliefs, which feed into 
each other in an interlocking system. The core or unconditional beliefs drive 
a range of conditional beliefs, rules and assumptions within the cognitive 
hierarchy. In intervening at the level of this belief system, the patient’s 
conditional beliefs are generally addressed before unconditional beliefs. 
The conditional beliefs usually specify a range of behavioural strategies 
geared at avoiding or compensating for the defects assumed within the 
unconditional beliefs. These behavioural factors are crucial in maintaining 
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the core beliefs. The conditional belief predicts the negative consequences 
to be expected if such avoidance or compensation is not successful. Some 
typical themes in persistent depression involve the importance of main- 
taining emotional control, of succeeding at any endeavour and of being 
acceptable to others. Common conditional beliefs are: 


e ‘Unless I keep control of my feelings at all times, they will run away with 
me and I will lose control completely.’ 

e ‘It is better not to attempt something than run the risk of failure.’ 

e ‘If I don’t do all I can to please people, they will not want anything to do 
with me.’ 


These conditional beliefs involve predictions concerning the consequences 
of failing to adhere to certain rules. Once conditional beliefs have been iden- 
tified, patients frequently assert that these are helpful or essential principles 
that should not be questioned. Unless the patient can see some reason for 
addressing them, motivation for engaging in a potentially painful process 
of change will be low. Therefore, the advantages and disadvantages to the 
patient of holding these assumptions often need to be examined before 
attempts to modify them can be initiated. The main approach to modify- 
ing conditional beliefs is that of designing behavioural experiments to help 
the patient to test out their predictions. Standard approaches to devising 
behavioural experiments have been well described in previous texts (e.g. 
J. Beck, 1995). 


The Advantages and Disadvantages of Conditional Beliefs 


Before these assumptions can be put to the test in behavioural experiments, 
the detrimental consequences of holding the assumptions may need to be 
considered. The belief maintenance diagram (see previous chapter) can be 
used as a prompt to identify the relationship between particular problems 
and the underlying assumptions. When the patient describes a problem, 
the therapist can ask ‘Where do you think you were on this diagram when 
this was going on?’. For example, the therapist referred to Elizabeth’s belief 
maintenance diagram (see Figure 7.2) whenever she seemed to be going 
about things in a perfectionistic way or acceded to others’ implicit demands 
that she should do something for them. This helped in consistently making 
her aware of the conditional belief driving her behaviour in problem situa- 
tions. Identifying the conditional belief contributing toa particular problem 
in this way has the advantage of consistently drawing the patient’s atten- 
tion to the negative consequences of adopting this assumption. This helps 
to raise the patient’s awareness of the role of negative beliefs in contributing 
to their problems and can foster some motivation for change. 
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The advantages and disadvantages of adopting particular assumptions can 
then be weighed up more explicitly. This strategy was used with Graham 
who held the belief ‘If you show your emotions, it’s a sign of weakness’. 
He held this to be true not only for negative emotions such as anxiety or 
sadness, but also for positive emotions like love and happiness. Graham 
managed his fear of showing emotions by avoiding situations where they 
might be activated. He was able to discuss his emotions in a detached and 
intellectual way only after the event, but not at the time he was experiencing 
them. As a result, Graham downplayed his emotional reactions and tried 
to convince others and himself that he was not becoming anxious or upset. 
Once this rule had been identified, the therapist helped Graham to weigh 
up its advantages and disadvantages as follows: 


Advantages 


¢ I present an image of being in control which was important in my role at 
work. 

e I avoid the risk of being criticised or humiliated by others. 

e I avoid feeling anxious/upset because I avoid situations where there is 
potential for becoming anxious /upset. 


Disadvantages 


e Some people see meas cold and aloof, which interferes with relationships. 

¢ I miss out on getting close to others. 

e It interferes with therapy because I try to avoid discussing upsetting 
topics—yet I know this is what therapy is about. 

e It annoys some people because it seems I am not bothered about things 
when I am but can’t show it. 


This helped Graham to recognise that he missed out on many emotionally 
rewarding experiences as a result of this belief. It provided some motivation 
for him to begin to identify situations where the belief became activated 
and led to a series of behavioural experiments. These started by exam- 
ining times in the sessions when he felt emotional, through which his 
catastrophic predictions that the therapist would see him as weak and 
inadequate were tested out. 


Behavioural Experiments 


Conditional beliefs lead to predictions about particular situations that 
patients may encounter. In devising behavioural experiments to help 
patients to evaluate their conditional beliefs, their predictions about these 
particular situations are examined. Testing out conditional beliefs begins 
with identifying the assumptions that are being applied in a particular 
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problem situation. Once the key assumption driving a patient’s response 
to a situation has been identified, the patient can be asked what they 
predict will happen if they act contrary to that belief. Specific predictions 
arising from conditional beliefs can thus be pinpointed and examined. 
These predictions can be evaluated using standard questioning techniques 
before setting up a behavioural experiment. For example, early in therapy 
with Elizabeth, a conditional belief was identified that if she ever rated her- 
self as competent, others would see this as unjustified and would think 
she was big-headed. Elizabeth was first asked to bring to mind examples 
of other people who seemed confident of their own competence and to 
rate whether they were viewed as big-headed. When she equivocated that 
some were and some were not, discussion ensued as to what degree of 
seeing yourself as competent made you appear big-headed to others. This 
helped Elizabeth to consider the possibility that this was not a great danger 
for her. 


Ways of gradually putting these predictions to the test in practice can 
then be discussed. Through specific behavioural experiments, changes 
in patient’s expectations about particular situations can sometimes be 
generated, where directly trying to change the overall belief would not 
succeed. By conducting a series of behavioural experiments, the validity 
of the conditional belief can be undermined in a number of situations. In 
the session with Elizabeth described above, she agreed to test out her belief 
about rating herself as competent by commenting on something that she 
knew she had done well at work in the coming week and noting carefully 
the reactions of those around her. Her first tentative experiments with such 
‘big-headedness’ in fact drew little comment or notice from others. Sub- 
sequent discussion of this reaction suggested it was consistent with the 
possibility that others also saw her as competent, so made little of fur- 
ther evidence of this. Subsequent more forceful assertions of her successes 
then met with positive reactions from others. As a result of these reactions, 
Elizabeth started to give some credence to an alternative belief that ‘it is 
sometimes acceptable to see myself as competent’. This helped to intro- 
duce the idea that judgements of herself as competent could indeed hold 
some validity. In this way, the rigidity with which the conditional belief was 
applied across situations was diminished, thereby increasing the flexibility 
with which some alternative viewpoints could be applied. As the condi- 
tional belief is part of the system maintaining the unconditional belief, any 
gains in flexibility at this level can subsequently be used in attempts to 
undermine beliefs at deeper levels. 


Subsequent work focused on building on these gains to modify a further 
conditional belief that unless she did everything to the highest standard, 
people would disapprove of her. Having examined the role of this belief in 
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contributing to the maintenance of her problems (see page 253), beha- 
vioural experiments were used to help Elizabeth to test it out. One such 
experiment illustrated both the difficulty encountered and the potential 
gains to be reaped when longstanding and engrained principles are chal- 
lenged. Elizabeth arrived at one session exhausted and dejected, having 
fallen prey to her familiar vicious cycle, this time concerning some old 
friends coming to stay the following day. She had been so busy during the 
week sorting out the problems of various people at work and home that 
she did not now have time to prepare the fine feast she thought would 
be necessary. She also felt so tired that meeting her exacting standards for 
entertaining these friends would now be impossible. The therapist saw this 
as an opportunity to try to test out the validity of her conditional belief and 
pursued the following line of questioning: 


T: Elizabeth, do you remember a few weeks ago when you were finding the 
activity scheduling difficult, how did we overcome those difficulties? 

: (sighs) We made it easier by doing less. 

OK. How could we apply that principle in this situation? 

: I’m not sure. 

: What would make the task easier? 

: Don’t suggest I cancel their visit. You can’t do that to people. It’s wrong. 

: (gently). I see you very much want your friends to visit. 

: Yes. It’s a long time since I’ve seen them. 

: Are you looking forward to seeing them? 

: (more calmly) Yes. I always have a lovely time with them. 

: That’s good to hear. Soit’s only the dinner arrangements that are proving 
a problem? 

: I guess. 

: (drawing Elizabeth’s attention to piece of paper with Figure 7.2 on it) You seem 
to have got tangled up ina similar sort of vicious cycle again. (Elizabeth 
sighs and nods) The fact you can’t produce the food to the standard you 
want is really upsetting you. Your prediction is that if you don’t meet 
this standard, your friends will be critical or in some way disapprove 
of you—have I got that right? 

E: Yes. 

T: Elizabeth, remember last week we talked about testing out predictions 
like this to see if they are valid? Well, for example, what would happen 
if you bought pre-prepared food? 

E: (taking a sharp intake of breath and looking aghast) I can’t do that. They 
would be totally insulted and think me really lazy. 

T: Right, so my suggestion has elicited some more predictions. It sounds 
like it may be quite important to test this out. 

E: I can’t. I feel awful at the thought of doing it. 
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T: (very gently) Feeling awful is sometimes a sign that testing something 
out could be helpful. What would be the advantage in doing something 
you felt comfortable with? 

E: (becoming tearful) I just simply can’t do it. 

T: Elizabeth, let’s try to plan it to see what the plan looks like. You don’t 
necessarily have to carry it out. Let’s take it one step at a time and at 
least plan it. 

E: If you insist. 


In the face of Elizabeth’s resistance, it was tempting for the therapist to 
abandon the task. However, this would have colluded with her avoidance 
and reinforced her belief. In view of the positive therapeutic relationship 
that had been established, the therapist thought that the best way to begin 
to address this avoidance was via a process of gentle but persistent con- 
frontation, despite Elizabeth’s growing discomfort. The next 40 minutes 
were spent, with some collaboration from Elizabeth, drawing up a plan 
of action for purchasing the food, explicitly identifying her negative pre- 
dictions and rating their likelihood of being realised in percentage terms. 
As the exercise progressed Elizabeth became more anxious and tearful. 
The therapist stressed that the task was not punitive, by giving a clear 
rationale for what was being tested. The therapist was warm and empathic, 
and persisted in focusing on the task by acknowledging but not directly 
tackling the numerous automatic thoughts elicited. When the action plan 
was complete, Elizabeth remained anxious and firm in her view that she 
would not be attempting the plan. After the session had ended in stale- 
mate, the therapist felt exhausted and rather hopeless regarding the inter- 
vention. 


At the following session, Elizabeth began by telling the therapist how she 
had gone home and told her 24-year-old son about the session. She had 
shown him the action plan and had started to cry. Her son told her this was 
an excellent idea and immediately bundled Elizabeth into the car and took 
her to a supermarket. The following day, her son helped her to lay out the 
food. Elizabeth subsequently wrote down the results from the behavioural 
test: 


e I realise my friends came to see me because they like me not because of 
what I do for them or how much effort I put in. 

e I got to spend more time with my friends. 

e I was touched by my son’s concern and thoughtfulness. 

e I was not so exhausted as on previous occasions. 


e I felt happy! 


Her conclusion was that putting her belief to the test had been hard to do, 
but that ‘it was worth it’. This was a turning point in therapy for Elizabeth. 
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She had learned powerfully at an emotional level that the conditional 
beliefs she had been following all her life did not hold true in this situ- 
ation. This was used as an example of her stepping off the hamster wheel 
(see page 254). Via further behavioural tests at work and with friends, 
Elizabeth went on to learn that her conditional beliefs in fact did not hold 
true in many situations. This in turn had the effect of ‘disempowering’ 
her unconditional belief ‘I am a failure’. It is important not to under- 
estimate the role her son had played in increasing the likelihood of the 
behavioural test being carried out. Actively recruiting the help of signifi- 
cant others in behavioural experiments can greatly increase the chances of 
ideas discussed in the therapy session being applied in the client’s home 
environment. 


In persistent depression, the way in which conditional beliefs are under- 
pinned by cognitive biases and behavioural strategies can serve to under- 
mine the smooth progress of behavioural experiments. Once a suitable 
behavioural experiment has been set up to evaluate the predictions stem- 
ming from a conditional belief, it is common for it to be executed in such a 
way that it appears to confirm the conditional belief. For example, a condi- 
tional belief was identified in therapy with Stan that ‘If I try to do anything 
Iam not certain of, then I will fail and end up feeling worse’. He agreed to 
take a first step in putting this to the test by getting a new program to run 
on his rarely used computer. He attended the following session in a state of 
marked despondency saying that his worst fears about this task had been 
confirmed. He had managed to buy the program and had started to install 
it, only to find that the program would not run properly once he had done 
so. He saw this as confirmation of his inability and weakness and con- 
cluded that he would indeed be safer not to attempt anything. As a result, 
he had given up on previously hard won progress at keeping himself active 
and spent the remainder of the week sitting in a chair ruminating on his 
latest failure. This illustrates how in persistent depression, interventions 
designed to be therapeutic can in themselves become subject to the effects 
of avoidance and cognitive biases. 


During this session, Stan was helped to identify the way in which he had 
interpreted the problem with the computer as a failure. He linked this to 
many previous perceived failures, which had served as fodder for much of 
his rumination during the week. From an examination of the similarities 
between these instances a pattern emerged: that as soon as Stan encoun- 
tered any difficulty, he attributed it to his own weakness and then gave 
up. His giving up always made it appear as though the difficulty was 
indeed down to his inadequacy. Some alternative explanations for the cur- 
rent difficulty were then raised, the most likely of which was a problem 
with the software he had purchased. Stan agreed to test this out by ringing 
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the helpline of the computer company, although he remained convinced 
that this would only confirm his failure. He returned to the following ses- 
sion a little brighter in mood, as he had been told that the problem that 
he had encountered was due to an incompatibility of the program with 
his computer. The company had talked him through how to rectify the 
problem and had been very apologetic. In contrast to Elizabeth’s reac- 
tion above, Stan’s reaction in finding that his assumption did not in the 
end apply in this situation was one of some confusion and agitation. This 
kind of reaction is not uncommon when patients discover that a long- 
cherished idea might not always be true. With Stan, it was important 
to discuss with him how some degree of confusion was understandable, 
before following this up with similar behavioural experiments using dif- 
ferent tasks. This was backed up by discussing alternative views, such as 
that he might be able to handle any difficulties that cropped up. As with 
much of the work with persistent depression, behavioural experiments 
can provoke the very beliefs they are intended to modify. In many cases, 
progress can be made only if the obstacles affecting the intervention itself 
are identified and addressed. Perseverance is then required to increase the 
chances that gains made in one situation might be generalised to other 
situations. 


WEAKENING UNCONDITIONAL BELIEFS 


Behavioural experiments can result in some increase in the degree of flexi- 
bility with which conditional beliefs are applied. Addressing the patient’s 
unconditional beliefs then starts with efforts aimed at weakening the 
patient’s negative or maladaptive beliefs before attempting to build some 
alternatives. Relatively more rational techniques for examining the valid- 
ity of beliefs are generally used before more powerful experiential and 
emotive techniques are introduced. 


Examining the Evidence For and Against Unconditional 
Beliefs 


Weakening maladaptive beliefs usually starts with standard techniques 
for examining objectively the evidence for and against the unconditional 
belief. As has been described (see page 220), when working with persis- 
tent depression, beliefs will usually have emerged at points as automatic 
thoughts. The first step in questioning unconditional beliefs is to exam- 
ine the accuracy of the belief as applied to specific current situations. For 
Elizabeth, her perception of herself as a failure was confirmed by constantly 
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being behind with report writing at work. Whenever anything occurred 
to remind her of this—for example, one of the six people for whom she 
worked asking how a specific report was progressing—her belief that she 
was a failure would be activated. She would perceive the enquiry as a direct 
criticism of her secretarial skills and worry that she was going to ‘get into 
trouble’. This would provoke an escalation of anxiety, with concomitant 
poor sleep and difficulty concentrating. Elizabeth would stay after work or 
work at weekends in order to get through her workload, but would then 
become exhausted and overwhelmed. She would often then phone in sick, 
at which her mood would crash down further with the conviction that her 
failure had been proven. 


Socratic questioning focused repeatedly on her competent accomplishment 
of many work tasks and also on her view of anumber of her colleagues who 
were also behind with their reports. Alternative explanations for her never 
being up to date with her work were discussed, such as that she was not 
employed a sufficient number of hours per week to meet the demands of the 
workload of the number of people for whom she worked. Such exchanges 
usually ended with Elizabeth saying ‘yes, I see what you mean but I still 
feel such a failure’. Although no cognitive shift was apparent, she was nev- 
ertheless able to use this questioning to help her to ask her colleagues how 
they viewed the fact that they too were behind with their report writing 
(it did not cause undue concern) and to go to her boss to discuss the prob- 
lem. It transpired that Elizabeth had more work than any of her colleagues. 
Her boss told her that the reason for this was that she was the most skilled 
secretary, so the managers liked her to do their work for them. While this 
information was a revelation to Elizabeth, it still seemed to do little to 
counter her perception of herself as a failure until it had been acted on 
in behavioural experiments in further sessions. These involved discussing 
with her boss a decrease in workload and reorganisation of her role in 
order to utilise better her considerable administrative abilities. Equipping 
Elizabeth with the skills to examine objectively her unconditional belief 
did not lead to immediate belief change but enabled the exploration of 
changing behaviours, which could then be used in furthering the process 
of belief modification. 


Scaling on the Negative Belief 


In patients with chronic depression, categorical or black and white think- 
ing is acommon processing bias, which reinforces the negative content of 
beliefs in a prejudicial way (see page 246-250). For example, Keith believed 
that he was a completely bad person and tended to focus on any shortcom- 
ings or transgressions as proof of this. He took as evidence for his badness 
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Figure 8.1 Keith’s scale of badness 


a long history of difficulties in family relationships, including longstand- 
ing marital conflict and a daughter who was frequently in trouble with the 
police. Keith had been depressed for the last five years and in his view 
this pointed towards the fact he was a bad person and was being pun- 
ished. In cases like that of Keith, using a scale or continuum method to 
rate degrees of various attributes in self and others can be a powerful way 
of introducing some flexibility to the way information is processed. This 
can train patients to process information in a more graded fashion, which 
interferes with the processes reinforcing the negative belief. One way of 
doing this is to use the scale to make comparisons between patients’ own 
actions or attributes, which they view as confirming their negative belief, 
and the actions of others. Towards the end of therapy, Keith disclosed that 
early in his marriage he had on one occasion had a sexual encounter with 
another woman. Although this had been opportunistic in the course of 
his work, had been initiated by the woman and there had been no further 
contact between them, Keith still felt extreme guilt about this incident. He 
believed that he was still being punished for it and took it as evidence of 
his inherent badness. The therapist used a continuum to examine his per- 
ception, drawing up a scale of badness from 0 to 100% on a piece of paper 
(see Figure 8.1). 


T: Keith, here is a scale of badness from 0%, meaning that something was 
not bad at all, to 100% meaning that something was as totally bad as 
could ever be imagined. If you were to rate how bad youare on that scale 
given what you have just told me, where would you place yourself? 

: As I said, 100%. 

OK. Do you know anyone else who has ever been unfaithful to their 

wife? 

: Oh, yes. My friend Jimmy is always being unfaithful. 

: When you say unfaithful can you elaborate? 

: Well he’s a salesman, so he gets lots of opportunity when he is travelling, 
and he takes it. 


HA 
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: OK. So let’s compare your action to Jimmy’s for a minute. Where would 


you put Jimmy on that scale? 


: Well, to be honest, I think what he does is pretty disgusting. 
: In what way is it disgusting? 
: Well, he’s been with lots of women—it’s unfair on his wife and, you 


know, not very safe. 


: I see, so how does what you did on one occasion compare to Jimmy’s 


repeated action? 


: Well, putting it like that it’s not as bad. 
: So if we were to rate Jimmy’s actions on this scale where would you 


place them? 


: 95%. 
: (placing a cross on the line and writing Jimmy beside it) OK, if Jimmy’s 


action is rated at 95% can we rerate yours in the light of that? 


: I suppose. 

: So how badly would you rate your action now? 

: 85%. It’s still a bad thing to do. 

: (placing new rating on scale) Right, apart from Jimmy can you think of 


anyone else you know who has been unfaithful? 


: Yes, another friend Peter, who is married and has three lovely children 


has been having a relationship with a woman at work for the past ten 
years and has a child by her. 


: Mmm. How do you judge that? 
: I don’t talk about it to him. It makes me furious. His wife is fantastic 


and his children lovely. 
So on this scale how bad would you rate Peter’s actions? 
I’m not sure which is worst, what Jimmy does or Peter. 


: How would you rate Peter’s actions in terms of how bad they are? 


85%. 


: Okay, so that is the same rating as you gave yourself. How does your 


one-off action compare to Peter’s? 


: Well, I suppose it’s not that bad. 
: So if we were to rerate your action, where would you place yourself on 


the scale now? 
50%. 


: That’s some reduction there. I wonder if we can think about other 


examples of people engaging in types of bad behaviour? 
Mmm...can’t really think of any. 


: What about Bill Clinton? He’s been in the papers a lot recently. How 


does your action compare to his? 


: (sharp intake of breath) Oh, what he’s done is terrible for a man of high 


office. 


: So on this scale where would you place Bill Clinton’s actions? 


270 COGNITIVE THERAPY FOR PERSISTENT DEPRESSION 


: 100%. 

: (nodding) Pretty despicable then. 

: Definitely. 

: Then in comparison to Bill Clinton where would you place yourself on 

the scale? 

K: 25%. 

T: So in making these comparisons there has been some shift in how you 

rate the ‘badness’ of your action. What do you make of that? 

: That’s very clever. I’ve never thought of looking at it this way before. 

Can I take this away with me to look at? 

T: Certainly. One thing I noticed while you were talking is that you saw 
yourself as a bad person but you talked about Jimmy and Peter as 
behaving badly. Indeed on the scale, we rated the badness of the actions 
of the person, not the badness of the person themselves. What makes 
you define yourself as bad but Jimmy and Peter just as men who do 
bad things? 

K: Mmm...I noticed that. I’ve never really thought about that before ei- 

ther. A bit stupid really, aren’t I? 


HAHN 
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This last remark from Keith is not untypical of patients with chronic de- 
pression. Using any cognitive method can, in patients with chronic low 
self-esteem, elicit negative thoughts that they are stupid, that they should 
have been able to reason this out without the aid of the therapist or that 
the therapist is trying to catch them out. This reflects how even the use of 
cognitive therapy techniques can be processed in accordance with core be- 
liefs. If this is not actively addressed in the sessions, it can create a serious 
block to progress. At the very least, the therapist needs to point out such 
self-criticism and its possible negative effects. 


Using a continuum in this way sometimes results in a revelation that most 
judgements made are relative. This can provide a simple technique to help 
the patient to move from black and white thinking patterns and begin to 
introduce more shades of grey when considering schema-related issues. 
The technique can also help the patient to distinguish between the person 
and their actions, which undermines global or rigid definitions of self and 
promotes a more flexible view that can take into consideration potential 
mitigating factors. What proved particularly powerful for Keith was the 
fact that he socialised with Peter and Jimmy on a weekly basis and viewed 
them as good friends. What he disliked was their behaviour in certain 
circumstances. Asking him to judge himself by these same criteria set in 
train a process whereby Keith could view himself and his actions in less 
harsh terms. This use of the scaling method thus works particularly well 
where patients focus on their own shortcomings in comparison to others’ 
assumed infallibility, using some kind of double standard. 
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There are some patients for whom drawing comparisons between self and 
others needs to be approached with caution. Core beliefs are not always 
associated with straightforward negative comparisons with others. Some 
patients who seem to see themselves as not good enough, inferior, or weak 
also see some others in these terms. They may try to bolster their fragile self- 
esteem by actively scanning their environment for others’ shortcomings, 
which enables them to view themselves as better than those around them. 
This tendency to demean others or put them down can be formulated as 
schema compensation (Young, 1990). Patients who hold such beliefs rarely 
see interactions with others as occurring on equal terms and often hold 
a hierarchical view of interpersonal encounters where the world is seen 
as threatening, hostile and competitive. Associated conditional rules often 
revolve around themes such as ‘I must be in control at all times, otherwise 
people will take advantage of me’ or ‘If I show any vulnerability, I will 
be ridiculed and humiliated’. In such instances, teaching patients to use a 
continuum to compare themselves to others risks reinforcing an already 
well-established processing bias. However, some progress can be made by 
using the scale to incorporate vulnerabilities or shortcomings of people 
previously viewed in idealistic terms and strengths of people previously 
viewed at the inferior pole. In this way, patients can be helped to move from 
a rigid categorical system of self-comparison to a more flexible and graded 
system of self-comparison. By helping the patient to make more reflective, 
graded judgements, the see-saw effect of judging the self in terms of better 
or worse may be lessened. This may be achieved by moving on to use the 
scaling method to build an alternative view of self in relation to others, as 
described in the latter half of this chapter. 


Historical Review of Evidence 


As well as considering evidence for and against beliefs from current situ- 
ations, it can be useful to help patients to re-evaluate the extent to which 
evidence from their past supports their negative beliefs. Objective evalua- 
tion of the overall evidence for and against the unconditional beliefs can be 
done in the form ofa historical review (Padesky, 1994). This involves, firstly, 
ascertaining the key evidence from events over the course of the patient’s 
life which they consider to prove the validity of their unconditional belief. 
Then alternative explanations for that evidence are examined, and evidence 
that could undermine the belief is brought to light. One way of doing this 
is to focus on specific time periods from the patient’s life and to scruti- 
nise it in detail for evidence that does and does not support the underlying 
belief. Usually the time periods considered move between schools (nursery, 
infants, junior, senior) and subsequent jobs or relationships. For patients 
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who have moved around a lot during their life, the time period living in 
each town can make a good division. Patients frequently have a schematic 
view of how each époque fits with their unconditional belief, supported 
by one or two ‘typical’ events from each period. When using this tech- 
nique, it is therefore most helpful to go into considerable detail for each 
period. Aspects of each period that do not fit the unconditional belief often 
reside in details that have been overlooked or forgotten. This technique 
aims to counter mnemonic biases whereby schema-inconsistent details are 
unlikely to be recalled spontaneously. 


For example, Doug had been depressed since losing his job and believed 
that this confirmed that he was a weak person, as he had suspected through- 
out his life. He could list various events and circumstances from different 
periods of his life that fitted with this view. For example, when primary 
school age, his mother had not let him go out to play or walk to school by 
himself, which he considered to be a sign that he must have been weak. 
An alternative explanation was that his family lived in an area consid- 
ered rough by his mother and that it was she who was worried about him 
being picked on, rather than that he was weak in himself. This alternative 
was supported by the fact that Doug had once helped his older brother 
to defend himself against a gang of other boys. In conjunction with other 
more day-to-day examples of being perfectly able to engage in ordinary 
activities of childhood, such as playing at the park with his friends, Doug 
could then see that his view of himself as weak was not wholly supported 
by events of this period. 


While this is a useful method for developing counter evidence to under- 
mine the core belief, it does have disadvantages. It is particularly time 
consuming, and going into a suitable level of detail on each time period 
can take a full session or more. To cover the person’s entire life in this way 
within a time-limited course of therapy is usually not feasible. One way 
of addressing this is to deal with just one time period during one session. 
This can often be sufficiently illustrative to cast doubt on the core belief 
generally, so that the patient can draw some general conclusions from the 
exercise. The patient can be asked to repeat the exercise for different time 
periods as homework. This should be suggested only for patients who 
have already shown evidence of flexibility, otherwise the patient may just 
use this as a chance to rehearse schema-consistent information. An alter- 
native strategy is to consider the patient’s life as a whole and examine 
the extent to which the more major events and situations support their 
unconditional belief. This has the advantage of brevity but, as the events 
are already a more selected sample, the therapist may have to work harder 
to counter the patient’s interpretative biases. When conducting a historical 
review of only the more major events and situations in the person’s life, it 
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is even more important to consider alternative explanations of events that 
the patient considers to support the unconditional belief. 


Patients vary considerably in their degree of response to this objective 
reappraisal of current and historical events. For some, these events, their 
interpretation and the low mood surrounding them seem to have consti- 
tuted the essence of the unconditional belief. Reappraisal in the context of 
the general low mood of the patient can have a significant effect on the 
degree of conviction they lend to the unconditional belief. However, many 
patients indicate that although their intellectual agreement with the belief 
has perhaps reduced slightly, they do not really view themselves any dif- 
ferently ‘at a gut level’. Such patients often observe ‘I know it in my head 
but I don’t believe it in my heart’. This can be due to the influence of affect- 
laden schema-consistent memories, which can either be of single events 
(e.g. finding a parent who has committed suicide) or of groups of experi- 
ences (e.g. being repeatedly beaten by their father). The historical review 
method is unlikely to promote significant change where core beliefs are 
supported by intensely emotional memories. 


Modifying Memories using Guided Imagery 


Where the influence of affectively charged memories on unconditional be- 
liefs is strong, it is often essential to modify the meanings associated with 
these memories in the presence of the associated affect (Edwards, 1990). 
This technique has been termed ‘imagery rescripting’. The experience of a 
cognitive shift in the context of high levels of emotional arousal during the 
session can provide a powerful prototype for reinterpreting other past and 
current events that are being processed through the maladaptive schema. 
There are four phases to the procedure for imagery rescripting. Firstly, 
an affectively charged schematic memory is identified and replayed in 
detail to establish the meanings that the person extracted from the event. 
Secondly, the memory is discussed objectively and new appraisals of the 
event are established. The event is then replayed in detail to allow these 
reappraisals to be introduced into the memory in an experiential fashion. 
Finally, there is a debriefing phase, which allows conclusions from the 
procedure to be drawn and implications for current and future thoughts 
and behaviours to be elaborated. As discussed below, some caution is 
required in implementing such an intervention. Triggering emotionally 
charged schematic memories is only recommended once the patient has 
demonstrated some skills in objective reappraisal of situations and has 
experience of successfully negotiating high levels of emotional arousal in 
the session. Sufficient time must be allowed to ensure that the patient does 
not leave the session in a state of excessive distress. 


274 COGNITIVE THERAPY FOR PERSISTENT DEPRESSION 


In the first phase, the unconditional belief is reviewed and discussion of a 
recent event that triggered the belief is used to reactivate emotions associ- 
ated with it. The patient is then prompted for an early memory of similar 
thoughts and feelings. This memory may be of the first time the patient felt 
like this or of a time that typifies the experience of these thoughts and feel- 
ings. For example, Susan’s self-schema had been labelled as ‘silly’, which 
to her was not the relatively innocuous self-view it may sound. For her, 
it encapsulated a sense of being ridiculous and neurotic, which had been 
proved by her several bouts of depression, as well as by her perceived inca- 
pability in relation to ordinary life tasks, such as keeping a partner, and by 
her perceived lack of achievements. She described the first of many times 
she had been made to feel ‘silly’ by her mother. This was a time when she 
was very young and returned home from a friend’s house in tears, to the 
disgust of her mother. 


Once a memory has been identified, the patient is asked to replay it in their 
mind’s eye and to describe it to the therapist in as much detail as possible. 
The therapist instructs the patient to try to recapture the situation as though 
it were happening now and to describe what is going on in the first per- 
son, present tense. The therapist guides the patient in re-experiencing the 
situation through prompts such as ‘what is going on?’ and ‘who is there?’. 
Susan described, ‘I’m walking up the path and opening the front door and 
going into the hall. Mum comes out of the living room.’ The patient can 
be helped to enter into the memory by recalling concrete details, such as 
the decoration or furniture in the room, what they and other people are 
wearing, or what they can see, hear or smell. Once the patient is vividly 
recalling the memory, they are gently guided through the situation with 
prompts like ‘what happens next?’. Further details relevant to the asso- 
ciated affect are elicited using more specific prompts: ‘what do they look 
like?’, ‘what are they doing?’ and ‘what are they saying?’. Susan went on, 


It is quite dark because it was sunny outside, so it seems like she sort of looms 
up. Her arms are folded and she’s asking what I’m doing home already. I 
know it’s not alright and I’m quite frightened and I can feel myself starting 
to cry again. She asks what am I crying for...she sounds really horrible. I 
say I don’t know and back off into the kitchen. She is shouting at me. She’s 
screaming at me to tell her what happened but I can’t really say. Now she’s 
coming at me like she’s going to hit me. I sort of hide under the table and 
she’s trying to smack at my legs...She’s saying she’ll give me something to 
cry about...it smells of this bleach smell and I want to be sick too. She has 
another go at me and then shrieks ‘you silly girl’ and storms out. 


At key points of particular significance, the therapist asks the patient what 
they are feeling and importantly asks ‘what is going through your mind 
right now?’. Other questions can help to tap how the patient is processing 
the event, such as ‘what does this mean to you?’ or ‘what are you making of 
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this?’. Through this process the meanings taken from the event and which 
are essential to the core belief are identified. Susan continued, 


I’m left here under the table and I can’t stop crying. I’ve got my head down 
and my tears are shiny on the lino and I don’t even know why I’m crying. I 
feel like I’m so hopeless, like a real let down... I’m just so silly. 


Once the meaning of the event in terms of the core belief has been identified, 
the patient is brought back to the present to re-evaluate their beliefs about 
the event that they have recalled. This maximises the chance that they will 
be able to re-evaluate the meanings they have attached to the memory using 
more objective reasoning. Standard questions are posed to help patients to 
develop alternatives to the negative interpretation contained within their 
memory. Patients are asked about any aspects of the event that do not fit 
with their core belief and, more importantly, what other interpretations 
might be possible. In generating alternative perspectives it can be helpful 
to ask how they would view the event if it had happened to someone else. 
The impact of this can be maximised by asking them to bring to mind a child 
that they care for and asking how they would view it if that child reported 
to them the same experience. Using these techniques, Susan was able to 
see that she would handle the situation completely differently if her own 
daughter came home in tears. She said that she would have comforted her 
daughter and tried to find out what the matter was. Even if her daughter 
had not been able to say why she was crying, Susan did not think that 
this would show irredeemable ‘silliness’, but rather that it is quite normal 
for children to get upset sometimes for no apparent reason. It can also 
be helpful to ask the patient to identify someone with whom they had a 
positive relationship at the time of the event recalled in the memory and to 
ask the patient what that person would have said about the event. In the 
case of patients who have been physically, sexually or emotionally abused 
by a parent, a kinder aunt or grandparent often fulfils this role. 


Having established a different interpretation of events in the present, 
ways of bringing this new view into the memory are discussed. One way 
is to ask the patient to picture the benevolent person they have identified 
entering into the image and intervening to protect or defend the child. 
Alternatively, the patient can be asked to imagine themselves as an adult 
entering the image to comfort themselves as a child. In other cases, it can 
be helpful for the patient to imagine themselves as a child taking some 
form of action in order to bring about a different outcome in the memory. 


Once the best way of introducing the new interpretation into the memory 
has been agreed, the patient is asked to replay the memory again in detail 
until the schema-related thoughts and feelings have been reactivated. Once 
the point in the memory has been reached where the affect is at its highest 
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and the negative view is at its strongest, the therapist guides the patient 
to introduce the alternative view into the memory. The scene is played 
through, again in the first person present tense, incorporating the new per- 
spective. This might involve the benevolent messenger helping the child 
to bring about a different outcome to the situation or simply comforting 
the child and helping her to see that she is not to blame. For Susan, the 
positive messenger was the neighbour (Auntie Amy) at whose house she 
had been playing, and who had often looked after her kindly when she was 
a child. She replayed her distressing memory up to the point where she 
was under the table and her mother was trying to slap her. The therapist 
then prompted her to bring Auntie Amy into the image. 


Mother’s shouting that she'll give me something to cry about...but then 
there’s a knock at the door and in comes Auntie Amy. Her face falls and I 
think she’s going to tell me off too. Mother has stopped hitting me and tells 
her I am having one of my tantrums again. Auntie just says she thought I was 
crying when I left and she wanted to see if I was alright. Mother says there’s 
no reason for me to be carrying on like this, but Auntie Amy says I am just a 
little girl. 


The therapist can guide the patient in imagining a dialogue between them- 
selves as a child who expresses their negative beliefs and the benevolent 
messenger who can disconfirm them. The therapist needs to be alert to 
whether the most negative meanings that the patient has attached to the 
event are being exposed to re-evaluation and, if not, to bring them into 
the scene. The image with the more adaptive meanings is played through 
in the patient’s mind’s eye until the child in the image experiences some 
change in their beliefs and a reduction in distress. Susan described the 
scene unfolding further. 


Mother mutters something about being corrected in her own house and walks 
out of the room. Auntie Amy bends down and asks me what’s wrong. I don’t 
know so I start crying again. She puts her arm round me and it feels all 
warm...I can see her face and she’s not going to tell me off. She just looks 
nice. I say I’m so silly crying over nothing. She says that all little girls cry like 
that sometimes and that’s what makes them sweet. I ask shouldn’t I be given 
something to cry for and she says no—more like I need cheering up. I don’t 
feel so upset now and I don’t think I’m so silly. I want to cuddle Auntie Amy 
for the rest of the day. 


The patient is then brought back to the present again for a ‘debriefing’. This 
involves helping the patient to draw conclusions from this experience that 
might undermine their negative belief. It is helpful to write these down. 
Discussion of how these conclusions might be applied to forthcoming situ- 
ations is usually necessary and action plans can be devised to facilitate this 
process. For Susan, there was an important realisation that the punitive 
view about being upset that she had adopted from her mother actually 
made her upset worse and prevented it from resolving. The experience of 
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imagining Auntie Amy gave her a sense that if she could be a bit kinder 
to herself when she was upset, then she would not only feel less silly and 
ridiculous, but would be less upset too. She resolved to put this into prac- 
tice by letting herself cry sometimes when she felt upset and experimenting 
with things to comfort herself, including having a long bath or phoning 
one of her friends. Finally, the therapist helped her to gather herself to leave 
the session and to plan the next few hours when she might feel especially 
emotionally raw. 


Where used appropriately, the strength of the feelings experienced during 
the procedure can make it one of the most powerful techniques for modify- 
ing long-held unconditional beliefs. However, it should be noted that this 
rescripting procedure can be emotionally draining, often for both patient 
and therapist. As stated above, it should only be used once a patient has 
some confidence in the therapist and process of therapy, and once they have 
some ability to develop some balanced responses to negative thoughts. The 
procedure is also time consuming and it is inadvisable to launch into this 
half-way through a session. It often works best if some preparation is done 
at the end of one session and the imagery work is started at the begin- 
ning of the next. Preparation involves giving a rationale for the procedure 
and preparing the patient for the likelihood of becoming upset. The thera- 
pist can stress that some degree of emotional distress is necessary for the 
associated beliefs to change and that on this occasion the distress will be 
put to good use. Patients should be given an opportunity to express their 
scepticism or fears regarding the intervention. If the efforts of the therapist 
to counter these meet with no success, patients should not be forced or 
persuaded reluctantly to proceed. 


If the therapist or patient doubt whether the strong feelings can be toler- 
ated, the procedure can be approached in a graded fashion by watering 
down the likely emotional triggers in the first run through. This can be 
done by deliberately glossing over details, limiting imagery, talking in gen- 
eral rather than concrete terms or even talking about the event as though 
it were a story happening to someone else. Once some tolerance to and 
restructuring from the watered down version have been achieved, suc- 
cessively more emotion can be introduced into further repetitions. Some 
of the immediacy and impact of the technique may be lost, but it can pro- 
mote significant change in patients who manifest entrenched cognitive and 
emotional avoidance. 


BUILDING MORE ADAPTIVE BELIEFS 


The unconditional belief or schema is likely to have formed an integral 
part of the patient’s identity. It is vital that, rather than simply knocking 
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down this part of the patient’s identity, therapy seeks to help the patient 
to build a new view of self and the world. Padesky (1994) has observed 
that gradual decreases in the degree of negative belief can be limited in 
their impact for patients with chronic disorders. By contrast, even a small 
increase in belief in a desired viewpoint that the patient had previously 
seen as unattainable can be powerfully rewarding. In cognitive therapy 
with patients suffering from persistent depression, building more adap- 
tive beliefs does not rely simply on ‘trying to think positively’. Rather, 
patients are helped to initiate and process specific positive experiences 
that can be linked to the establishment and maintenance of positive beliefs 
at a deeper level. The aim is not to replace global maladaptive or neg- 
ative beliefs with global positive ones. It is to afford patients a degree 
of flexibility and choice in the way that they respond to emotionally 
charged situations in order to limit chronic distress and allow some fulfil- 
ment. 


Labelling the Alternative Belief 


Once the patient has identified and had a chance to begin to recognise their 
negative beliefs, therapy must help them to specify alternative views that 
they wish to build up. Following discussion of the prejudice model is often 
an opportune time to raise this issue. The therapist asks, ‘If you didn’t see 
yourself (or others or the world) as X, how would you like to see yourself 
(or others or the world)?’ In any discussion of behaviours, attributes or 
traits that the patient sees as desirable, the therapist’s aim is for this to be 
crystallised into a word or phrase that sums up an adaptive new view. This 
should be an expression that has the most appeal to the patient and should 
use their language. 


There are several considerations to be kept in mind when guiding the 
patient in the adoption of a new view of self or others to be built up. Many 
of these have been outlined by Padesky (1994). Most important is that the 
new belief should be inconsistent with the old. More specifically, informa- 
tion that supports the new belief should contradict the old belief. If a patient 
has believed that they were unlovable, an appropriate alternative would be 
that they are lovable. Any evidence of things about them that they consider 
lovable or evidence that they actually are loved would directly undermine 
the old belief. Working to strengthen the new belief will therefore weaken 
the old and reduce vulnerability. (Fortunately, the converse is not true: if 
the patient is on occasion not loved or behaves in ways that are not lov- 
able, it does not rule out the possibility that they may simultaneously be 
lovable.) New beliefs that are expressed in terms that are potentially con- 
ditional or partial may allow the old belief to be maintained. A new view 
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expressed as ‘Iam sometimes lovable’ is more likely to permit the adoption 
of the view ‘Although I can sometimes be lovable, really and essentially I 
am unlovable’. Although this may suggest that the pole of the new view 
should be described as its extreme, common sense of therapists working 
with depression would suggest caution. For a patient with a negative belief 
‘Iam a failure’, a new view expressed as ‘I am a success’ may take forever 
to begin to register, as it encourages the black and white thinking com- 
mon in these patients. A new view that ‘I am successful’ is both inconsis- 
tent with the old belief and encourages attention to small or intermediate 
successes. 


In the examples above, the new belief is opposite in sense to the old belief. 
This does not have to be the case. Appropriate new beliefs can appear to 
represent an entirely different dimension to the old belief. For example, 
Dave who had seen himself since childhood as not good enough, chose to 
work on building up a new belief ‘Iam content’. The danger that he could 
continue to view himself as not good enough even in the face of evidence 
of contentment was raised with him. After discussion, it was clear that 
this was highly unlikely for Dave and that any possibility of being content 
with his achievements, or even lack of them, would itself represent a sea 
change in his view. Another common case where the new view is not 
simply the opposite of the old is where patients like Stan, with beliefs about 
weakness, wish to adopt new beliefs about being normal, or in his case 
‘able’. 


Scaling on the Alternative Belief 


Once the pole of the new belief has been identified, the task of building 
up the degree of belief in it commences. In working on this, the patient 
first needs to be helped to process existing information that fits with the 
positive belief. They then need to be helped to develop new behaviours that 
will, in themselves, support the new view and that will help to generate 
further evidence for the new belief. One of the best ways of helping patients 
to process new information is through the use of scaling on the adaptive 
belief (Padesky, 1994). The aim here is to encourage the patient to rate each 
bit of evidence on the scale of their new belief. This helps to counter black 
and white thinking, as was described in the above discussion of scaling 
on the negative belief. In addition, it encourages the processing of bits 
of information that might previously have been missed completely, using 
constructs the patient may have used only rarely before. 


A scale is drawn up where 100 shows that the new belief describes the 
patient totally, and 0 shows that the new idea does not describe the patient 
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at all. Physically drawing the scale out on paper or on a whiteboard to use 
during the discussion in session tends to emphasise any useful points that 
emerge. As with scaling on the negative belief, it can be helpful to get the 
patient to rate themselves and others on the new scale. Patients are some- 
times surprised to realise that they do not put themselves right down at 
the zero end of the scale. This may reflect partial success of their attempts 
to compensate for their negative view, partial satisfaction of assumptions 
relating to self-worth or a previously unrecognised and rarely acted on ele- 
ment of genuine self-esteem. It is usually possible to identify other people, 
whether from the patient’s personal life or from the media or literature, 
that the patient will rate at different levels on the scale. Where the patient’s 
view of others has previously been idealistic, this can provide concrete 
evidence that others are not all clumped at the top end of the scale with a 
yawning gulf between them and the patient. For Stan, who had previously 
seen himself exclusively as weak in comparison to others since the onset 
of his depression years previously, a small sense of empowerment came 
from using this technique. He saw that, while he indeed put himself at the 
lower end of the scale, he could not rate anyone unequivocally at the top 
end of the scale and that many people he thought well of were above him 
only by matters of degree. 


Use of Subscales 


Patients sometimes have difficulty in placing other people on the scale. 
Many patients reflect that people can vary in how they come across in dif- 
ferent situations. A common distinction is that people often differ in their 
ability to handle more formal or more casual social situations, with people 
whoare skilled in one situation not necessarily shining in the other. Patients 
can be encouraged to rate themselves in different situations to see if the 
position they place themselves on the new belief also varies. The technique 
can also be used to break down the different attributes that might con- 
tribute to the new belief. For example, Stan found it hard to put the people 
he knew in order on his new scale of being ‘able’. One of his acquaintances 
was good at getting things done, but sometimes got into difficulties when 
things backfired. In comparison, another friend often seemed rather feeble, 
but always tended to come through in the end. These and other observa- 
tions were used to identify a number of attributes or subscales that related 
to the new belief of being able. These included getting things going, seeing 
things through, getting on with others and being happy with your lot. As 
recommended by Padesky (1994), these subscales were drawn out from 0 
to 100 on a sheet below the ‘able’ scale and Stan was asked to rate himself 
on the subscales. On several of the subscales, Stan rated himself higher (at 
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20-30%) than he had initially rated himself on the overall scale (10%). When 
his attention was drawn to this, he was able confidently to revise his rating 
on his ‘able’ scale up to 15%. Such revisions commonly occur when ratings 
on subscales are introduced. This probably reflects the establishment of 
links that may previously have been weak or missing between relatively 
specific bits of information and higher level beliefs or schemas. Even where 
such positive revision does not occur with this technique, there is never- 
theless some benefit in helping the patient to elaborate their new belief in 
terms of specific situations or attributes that contribute to it. Helping the 
patient to elaborate their new belief in this way may also help to counter 
the rigidity and inflexibility of thinking inherent in chronic depression. 


Collecting Evidence for the Adaptive Belief 


Having begun to foster processing of some information in terms of the 
more adaptive new belief, the next major task in therapy is to amass evi- 
dence that will help the patient build up their degree of belief on the desired 
scale. A positive belief log that patients use to note down as many examples 
as possible of evidence for their new belief is by now a tried and trusted 
therapeutic technique (J. Beck, 1995; Padesky, 1994). Patients are instructed 
to keep a record of any events occurring in the period between therapy ses- 
sions that fitted with their new belief. This is clearly not without difficulty: 
the cognitive model suggests that patients with chronic depression lack the 
cognitive and behavioural processes necessary to register and interpret in- 
formation in accordance with a positive belief. To the patient, the strategy 
may make some sense rationally (if any progress has been made so far), but 
may seem like being asked to go to collect some water in a desert stretch- 
ing as far as the eye can see. Patients usually need considerable prompting 
to be able to identify and accept bits of evidence for their new belief. The 
therapist needs to review the log in some detail with the patient, not only to 
reinforce what has been written down, but also to cast a net out for things 
that might have been missed. One strategy is to go through the events of 
the preceding week in detail to see if any events relate to the new belief. 
In doing this, it should be stressed that the search is not for things that 
confirm the new belief at the level of 100%. Rather, it can be helpful to 
consider any action or event that has even the smallest relevance for the 
new belief. Patients are therefore asked to rate how much each outcome 
reflects their new belief, again on a percentage scale. The analogy of ‘if you 
take care of the pennies, the pounds take care of themselves’ can be useful 
in justifying the attention to small details. 


With help from the therapist, Elizabeth agreed to begin to construct a view 
of herself as being competent, as an alternative to her previous view of 
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herself as a failure. The homework task to begin building this alternative 
view was to collect any evidence of competence over the week. On her diary 
sheet, Elizabeth managed to record one example where she had succeeded 
in completing a piece of embroidery that was especially complex. After 
praising her for catching this example, the therapist asked if there were 
any other areas where Elizabeth had demonstrated competence over the 
preceding week. Elizabeth believed that there were no other examples. 
The therapist asked how Elizabeth had got on at work and what she had 
been doing that week. Elizabeth was able to list several things she had 
accomplished during the week, but discounted these as being ‘part of my 
job’. The therapist nevertheless asked Elizabeth to rate each activity on the 
0-100 scale of competence and then to rate her week’s work overall. Each 
individual task was given a low rating (10-20%) on the scale and the week 
overall a little higher (20%). The conclusion Elizabeth eventually reached 
was that each task provided some small evidence of competence that did 
cumulatively result in viewing herself a little differently in relation to her 
week’s work. She agreed to pay more attention to everyday activities in 
the forthcoming week as evidence of competence. 


Patients may initially have great difficulty linking specific bits of positive 
information with the higher level concept or belief. Patients therefore need 
to be helped to recognise specific bits of evidence that support their new 
belief. One way of doing this is to elaborate different kinds or categories of 
evidence that fit with the new belief. The categories may represent different 
kinds of information from external sources and different kinds of new beha- 
viour. For example, Rosemary, who had a core belief that she did not count, 
chose to work towards a more adaptive self-view of ‘I matter (like other 
people)’. A range of different categories of information were identified that 
could provide evidence to support this new belief. Some would begin to 
take account of behaviours that she had done all along, such as ‘T helped 
someone out’, and reactions she had always tried to elicit, as in ‘Someone 
was grateful to me’. Others were new behaviours, suchas ‘I accepted a com- 
pliment with good grace’ and ‘I disagreed with someone’, and previously 
uncharted events, such as ‘I shared an enjoyable time with someone’. 
Rosemary found it considerably easier to recognise events that fitted these 
categories than to look for evidence for the overall belief. Once she had 
identified events using the categories as prompts, she rated each event on 
her 0-100 scale of ‘I matter’. These categories were incorporated as prompts 
in her daily log, in order to help her to identify relevant events on a daily 
basis (see Figure 8.2). It is helpful if the patient does not simply record the 
events, but also rates the believability of their new belief in relation to the 
events. 


As noted above, this is at least initially an apparently impossible task and 
it is important for the therapist to forewarn patients that progress may at 
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DAILY BELIEF LOG 


Category Example % 


I helped someone out 


Someone was grateful to me 


I accepted a compliment with good grace 


I did something I wanted to do 


I looked after myself 


I shared an enjoyable time with someone 


Overall belief: I matter (like other people) | -------------------------------------------- 


Figure 8.2 Rosemary’s Daily Belief Log, including categories of evidence as 
prompts 


first appear slow. Otherwise, the patient may see slow progress as evidence 
that they cannot change rather than as an inevitable characteristic of the 
task at hand. For Rosemary, ratings on the new scale were initially made 
reluctantly and were associated with considerable discomfort, as she per- 
ceived this as a selfish way of viewing herself. Through perseverance over 
several sessions, the process became more acceptable to her and her new 
belief did start to consolidate. For some patients, when working on appar- 
ently small minutiae, particular events can take on a welcome significance. 
For example, Stan, who had such an entrenched view of himself as weak, 
addressed the task of identifying signs of being ‘able’ for some weeks with 
little apparent success. He then arrived at one session in a state verging 
on excitement (which was itself a new experience for him). He proudly 
described how he had bought some new shoes (which was something of 
an achievement in itself), but on returning home realised they were faulty. 
With some trepidation, he realised this was a chance to act in accordance 
with his new belief (‘I am able’) and drove back to return them. On leaving 
the shop again, he realised that he had not been refunded the full amount 
and went back again. By the end of this episode, his initial trepidation had 
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been supplanted by a sense of confidence that he had never experienced 
before. Not only could he confidently place this particular outcome at 60% 
on his scale, but it also provided a prototype that motivated and guided 
him in further situations. 


Behavioural Changes and Experiments 


As will be clear from the above, belief modification is not a purely cognitive 
procedure of processing information that has previously been ignored or 
dismissed. As with work on conditional beliefs, changes in behaviour are 
generally essential in developing new unconditional beliefs. Changes in 
behaviour can help to strengthen the new belief in two ways. Firstly, the 
new belief can be enacted in the execution of any new behaviour. For 
Rosemary, disagreeing with someone demanded of her that she adopt a 
view that she and her opinion mattered enough to do so. Secondly, new 
behaviours can generate further information consistent with the new belief. 
Thus, when Rosemary disagreed with someone, it gave her a chance to see if 
her view was afforded any acknowledgement or consideration. If the main 
behaviours that have reinforced the negative belief have been identified 
(see page 251), then alternative behaviours that might strengthen the new 
belief are usually apparent. To maximise the possibility of change at this 
deepest level, any changes in assumptions, rules, strategies and behaviours 
can be processed using the new unconditional belief. For example, Graham 
saw himself as inadequate and therefore actively avoided doing anything 
novel for fear it would go disastrously wrong. Asa result, he led a restricted 
lifestyle where he avoided taking any risks. For him, important new behavi- 
ours involved acting in a way that was consistent with the more adaptive 
view of self he was seeking to develop, namely ‘Iam capable’. For Graham, 
initiating any new activity enabled him to examine whether there was any 
evidence that he was capable. New activities were tackled in a graded 
fashion, directed at his pace and on any occasions where he managed to 
start any planned activity, this was then rated between 0 and 100% on his 
‘I am capable’ scale. 


In initiating behaviours that might provide evidence for the new belief, 
care needs to be taken that these behaviours are not just the patient’s 
much practised compensatory strategies. For example, to Rosemary, the 
most obvious sign supporting her new belief of ‘I matter’ was being use- 
ful to other people, as evidenced by helping them out or by them being 
grateful. For her to pay attention to these things would therefore seem to 
hold promise for building the desired new belief. However, consideration 
of the maintenance of her negative belief ‘I don’t count’ suggested that 
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assumptions such as ‘If someone has a problem, it’s up to me to put it 
right’ and rules such as ‘I should always help other people whenever they 
need it’ were crucial. Her need to be useful to others was thus an element 
of the very system maintaining her negative belief. To base her new be- 
lief on seeing herself as useful to others would result in little fundamental 
change. For Rosemary, it was vital to pursue the line of enquiry, ‘If you 
really believe that you matter in the same way as other people, how will it 
affect what you do?’ Through considering examples of other people who 
seemed to Rosemary to really believe that they mattered, she recognised 
that truly believing that she mattered was not simply a question of be- 
ing useful to others. It would mean that she would sometimes be able to 
disagree with people, to set aside time to do something enjoyable or to 
refuse a request if she really thought it was unreasonable. These types of 
behaviour are manifestly at odds with both the old core belief and with 
the assumptions and strategies maintaining it. Processing even small suc- 
cesses connected with these outcomes resulted in a degree of fundamental 
change. 


Once some degree of elaboration of the adaptive alternative belief has 
started to occur, the new belief can be used directly as a guide in generating 
new ways of behaving. Patients can be helped to consider how someone 
who believed the new belief would behave. Enacting the new belief in 
practice can then help it to seem more realistic, rather than being a purely 
rational possibility. Kate’s core belief that she was ‘horrible’ led her to think 
that unless she was always nice to others and did whatever they wanted, 
they would ‘see through her’ and reject her. She wished to build up a new 
view of herself as ‘alright’ (in the somewhat ‘hip’ sense of being a good 
thing). A short time into working on her core beliefs, an ideal opportunity to 
put her new view of herself into practice presented itself. She had recently 
befriended someone in the same block of flats, who was assuming that Kate 
would look after her cat while she was on holiday. In fact, Kate was highly 
allergic to cats and was very concerned about the prospect. However, she 
predicted that if she did not agree to her friend’s request, they would be 
so annoyed that they would not want anything further to do with her. In 
session, an objective appraisal of her friend’s likely reaction was attempted: 
although Kate did not yet know her well, unlike many of her previous 
friends, this woman seemed quite reasonable. Kate revised her prediction 
and conceded that her friend would most probably be disappointed and 
perhaps a bit annoyed, but would get over it. This was followed by a 
consideration of what an ‘alright’ person would do. An ‘alright’ person 
would balance their own well-being with their wish to help, and would 
assume that other people would be able to accept this. Discussing this 
new view increased Kate’s resolve to explain that she could not look after 
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the cat. At the next session, Kate reported that her friend had been very 
understanding and they had mutually agreed to go out socially on her 
friend’s return. The therapist was careful to draw attention not only to 
her friend’s reaction but also the role of her own action when rating this 
incident on the ‘I am alright’ scale. 


On occasion, patients have great difficulty specifying new ways they might 
act. Years of behavioural and cognitive avoidance can impoverish the men- 
tal structures required to think about situations and take actions in areas 
that have rarely been physically or mentally encountered. Emma was a 
young woman who had a profound view of herself as someone who could 
not fit in with other people. She had never remotely considered the pos- 
sibility of having a romantic relationship, seeing it as out of the question. 
A new view of herself as ‘like other people’ had been identified. Further 
discussion suggested that being able to have a relationship would make a 
huge difference on this new belief. Emma’s inability even to imagine this 
seemed to be contributing to her negative view of herself. Some time was 
therefore spent in therapy and in homework assignments getting her to 
think about what kind of relationship she would like and with what kind 
of partner. Despite not being ina relationship by the end of therapy, she had 
made progress in thinking about this and had begun to talk more about 
relationships with her female friends. Her prediction that this would prove 
that she was not the sort of person who could have a relationship was not 
confirmed. Her thoughts and discussions actually made her ‘feel’ more 
like other people, and resulted in her seeing a possibility of having a rela- 
tionship in future, although the prospect provoked some anxiety. In cases 
like this, carrying out the behavioural experiment in the patient’s mind is a 
necessary precursor to actual behaviour changes in the world. Caution is 
needed in using this kind of approach, as encouraging avoidant patients 
to indulge in fantasy runs the risk of simply reinforcing their avoidance. 
Where fantasy acts as a substitute for any intention of carrying out anew 
behaviour it is likely to be therapeutically unhelpful. However, where it 
results in an increase in intention to act differently, it is likely to be helpful. 
Even where the target behaviour (here being in a romantic relationship) is 
not being carried out, helpful fantasy may be reflected in changes in 
associated small behaviours (here discussing relationships openly with 
her friends and interacting more comfortably with men). 


The therapy relationship itself often provides a valuable setting for exper- 
imenting with new behaviours. In Emma’s case, when the therapist asked 
for feedback after these relationship issues were raised, Emma admitted 
that she felt quite uncomfortable discussing them. She believed it showed 
her to be ridiculous and that therapy would become an uncomfortable 
charade, as the therapist would be unable to take her seriously after that. 
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She seemed relieved that the therapist did not dismiss this possibility but 
warmly encouraged her to note the balance of apparently genuine versus 
false seeming responses during therapy. After engaging in further detailed 
discussion of her potential to have a relationship, Emma reflected that she 
had found the therapist respectful and caring, and did believe this was at 
least somewhat genuine. Patients’ feelings and predictions about the thera- 
peutic relationship can thus provide powerful opportunities for them to 
test out their beliefs. In providing a relationship where patients’ beliefs 
will be put to the test, it is important for the therapist genuinely to ex- 
hibit a degree of care, as discussed in Chapter 2. Most commonly, use of 
the therapeutic relationship in this way involves identifying the patient’s 
expectations of ridicule or criticism within the therapy sessions, either 
through obtaining feedback routinely or through vigilance for patients’ 
emotional reactions to the session. In contrasting these negative expecta- 
tions with the therapist’s more caring response, care needs to be taken 
that any signs of caring are not dismissed by the patient as just professio- 
nalism. 


The beliefs of many patients lead them to behave in placatory or defer- 
ential ways in therapy. Changes in these behaviours during sessions can 
be used to test the patient’s negative predictions and to reinforce more 
positive beliefs. For example, Rosemary’s belief that she did not count had 
been reflected in her keeping up a rather guarded, but prickly, style of 
interacting throughout therapy. It was also reflected in her having worn 
rather sober, nondescript clothes to every session. One session close to the 
end of therapy, she arrived in brightly coloured, stylish new clothes. The 
therapist expressed genuine pleasure at this change of tone and the change 
was used in discussing how changes in everyday behaviour can be used 
to test and reinforce new beliefs. 


CONSOLIDATING CHANGES IN BELIEFS 


Negative beliefs will have been maintained over periods of many years 
and reinforced by the patient’s own habits and interpretations as well as by 
feedback from the environment. Therefore, changes in the balance between 
the negative and more adaptive beliefs are inevitably fragile. Even once 
some progress in building the new belief has been achieved, the patient 
willneed to reinforce it through continuing efforts. Analogies with planting 
seeds and having to water them regularly or with getting fit and then 
maintaining fitness through regular exercise can be helpful. Various ways 
of helping the patient to integrate rehearsal of thoughts and actions which 
support the new belief into their lifestyle can be used. The therapist can 
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help regular completion of the positive belief log by making sure that as 
far as possible it becomes part of the routine of the therapy sessions by the 
end of therapy. Devising a personalised checklist of the new belief and the 
categories of behaviour that will reinforce it can help to facilitate regular 
self-help. The patient can use this to note behaviours and do percentage 
ratings on a daily basis. 


Flashcards can provide further support for any new belief. Many patients 
find it helpful to write their new belief on a card which they can carry with 
them or have somewhere they will see it regularly (e.g. by their mirror in 
the bathroom). If the card has some key bits of evidence supporting the 
new belief, it can be read at times of stress to counter the effects of negative 
thoughts. If there has been one particular time when the patient realised 
that their new view really had some basis, they can use an image asso- 
ciated with this time as a reminder of the new belief. For example, one 
young man, Don, had since infancy had a sense of himself falling apart 
when people he loved abandoned him. One day, after a major argument 
with his mother, he realised with some sense of relief and achievement 
that he was not disintegrating. To him this was the first time he had expe- 
rienced any genuine belief in his new view ‘I am whole’. Don had a vivid 
image of looking up at the clouds in the sky at this time, which he was 
able to use thereafter to call up the new belief and the feelings associated 
with it. 


In consolidating embryonic developments in new adaptive beliefs, envi- 
ronmental factors also need to be taken into consideration. The cognitive 
model suggests that in chronic depression, negative beliefs may have been 
enacted over many years leading to contingencies in the patient’s environ- 
ment which serve to reinforce the old beliefs. On occasion, some of these 
factors can easily be reversed. One middle-aged businesswoman had a 
core belief about herself as helpless. One factor contributing to this was 
a long-term pattern of being perpetually overwhelmed by a long list of 
uncompleted tasks at work. In the course of discussions of her working 
habits, it emerged that not only did she take work home with her, but that 
she had piles of work in every room in her house. She believed that this 
was necessary as, given that she was always behind, she ought always to 
be ready to do some work. Thus, if she woke in the night, there was a pile of 
work waiting to be done next to her bed. The effects of this in maintaining a 
level of constant anxiety, a consistent sense of defeat and her fundamental 
view of herself as helpless were not hard to see. It was an important boost 
to her new view of herself as an effective person to set up an office area at 
home, so that all her work could be done and left there. The other rooms 
in her home could then be used for their proper designation of sleeping, 
eating or relaxing. 
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Other environmental factors are harder to modify. Chronic emotional and 
behavioural avoidance often leaves patients with a restricted lifestyle af- 
fording few opportunities for socialisation or satisfaction. Building up new 
activities and relationships is evidently a long-term project. Patients’ neg- 
ative views of themselves can become entwined with their difficulties in 
marital (or equivalent) relationships. For example, it is not uncommon for 
patients who view themselves as worthless to find themselves in long-term 
relationships with partners who are persistently critical and demeaning of 
their achievements. Any work aimed at modifying this self-view needs to 
be implemented giving due consideration to this environmental contin- 
gency. Beliefs about self need to be formulated in relation to beliefs about 
relationships, and how any new belief will accommodate external criticism 
will need to be addressed. The therapist may also need actively to explore 
the viability of working with the patient and his or her partner in order to 
address the impact their interactions have on the patient’s negative view 
of self. Changes in lifestyle that can support new beliefs after therapy has 
ended are discussed further in Chapter 10. 


SUMMARY POINTS 


e Modifying longstanding beliefs in persistent depression requires consis- 
tent and systematic effort to initiate changes and foster their generalisa- 
tion. 

e When working witha patient's belief system, the effort needs to be shared 
between modifying conditional beliefs, weakening negative beliefs and 
building up positive or adaptive beliefs. 

e Procedures intended to help modify beliefs will be successful to the extent 
that they provide meaningful new experiences for the patient. 

e Before patients will question cherished conditional beliefs or assump- 
tions, they may need to be helped to consider any negative consequences 
of those beliefs. 

e Behavioural experiments are particularly helpful for patients in testing 
out predictions from their conditional beliefs. 

e Detailed and balanced examination of the evidence, scaling and guided 
imagery can introduce doubt into long-held, unconditional beliefs. 

e Patients can be guided to process small bits of information in terms of a 
new belief through use of scaling, prompts and belief logs. 

e Patients with persistent depression often react to any difficulties in belief 
modification with avoidance or biased processing. 

e Difficulties in implementing belief modification procedures can be ad- 
dressed by persistence, breaking the task down, labelling biased thinking 
and eliciting more balanced perspectives. 


290 COGNITIVE THERAPY FOR PERSISTENT DEPRESSION 


e Any changes achieved will need to be consolidated through behavioural 
changes, repeated practice of cognitive strategies, use of flashcards, and 
addressing environmental factors. 

e The magnitude of belief change during short-term therapy may be less 
important than the extent to which the patient adopts new behavioural 
and cognitive routines. 


Chapter 9 


WORKING WITH SOME TYPICAL 
THEMES IN PERSISTENT 
DEPRESSION 


In this chapter, you will find illustrations of overall therapeutic 
strategies in patients with prominent beliefs about: 


e Depression 

e Weakness and emotional control 
e Insignificance and responsibility 
e Unacceptability 

e Achievement and approval 

e Work 


From the preceding chapters on the cognitive model and different stages 
of intervention in cognitive therapy, it will be clear that the cognitive ‘psy- 
chopathology’ of persistent depression has to be considered at a number 
of different levels of processing. The patient’s behavioural strategies, con- 
scious thoughts, conditional beliefs and unconditional beliefs form a com- 
plex system of interlocking factors, each of which reinforces the others. 
So far, we have described how the focus of intervention falls successively 
on different levels of the system and illustrated the different techniques 
best suited for targeting each level. However, we hope it has become clear 
that these different levels cannot be considered or treated in isolation. As 
a result of the persistence of depression, the unconditional and condi- 
tional beliefs, avoidance and automatic thoughts become closely entwined. 
Because the different aspects of the cognitive system are interdependent, 
they cannot be worked on independently. Intervention in cognitive therapy 
is not guided just by considering which technique to use to target a par- 
ticular level in the cognitive hierarchy; rather, interventions are part of an 
overall therapeutic strategy that is guided by the individual case formu- 
lation. In this chapter, we draw together some themes often encountered 
in working with chronic depression. By dividing the material according to 
these themes in the concerns presented by patients rather than by the tech- 
niques of therapy, we illustrate how interventions at different levels can be 
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integrated into an overall therapeutic strategy related to each theme. The 
intention is not to imply that these are independent and separate themes 
that can be clearly delineated; rather, the aim is to show how the issues 
relating to any theme at different levels can successively be addressed ina 
course of cognitive therapy. 


BELIEFS ABOUT DEPRESSION 


Beliefs about depression as an illness are common among patients who 
have suffered repeated or persistent episodes of depression. Earlier 
chapters have described some typical beliefs about depression (i.e. ‘de- 
pression is a biological problem’ or ‘my depression is untreatable’) and 
their effects on cognitive therapy. Such beliefs about depression are not 
core, unconditional beliefs in the usual sense. Nevertheless, in many cases 
depression becomes incorporated into the patients’ core view of them- 
selves in a way similar to other unconditional beliefs. Thus, some patients 
define themselves as depressed, gloomy and negative and back this up 
with a history of always having been like this. Other patients have not 
always seen themselves as depressed at the core, but see a later onset of 
depression as a sign of having changed irrevocably. They see having suc- 
cumbed to depression as proof that they are now pathetic or inadequate. 
Negative thinking is seen as a mark of the person’s gloomy or inadequate 
character, so tends to be accepted or indulged. As the beliefs indicate that 
there is no point trying to be any different, patients tend to behave in an 
extremely passive fashion reflected either in inactivity or compliance with 
any activity suggested to them. 


As discussed in Chapter 1, patients may have been told on many occa- 
sions that a particular treatment will work for them, only to find that it 
was of limited benefit. Therefore, presenting conventional arguments that 
depression is an illness that is treatable or questioning how the patient 
views others who are depressed rarely results in much of a cognitive shift 
in patients with persistent depression. However, the therapist’s interest and 
persistence can be of benefit even to chronic patients who are often weary 
of treatment and therapists. Many patients have experienced an array of 
treatments and of comings and goings of therapists and, sadly, explaining 
clearly the expectations of treatment is not always the norm. In cognitive 
therapy, the aim is to set out the expected duration of treatment from the 
outset to minimise the likelihood of the patient attributing termination to 
untreatability. The therapist provides a model of giving greater relative in- 
terest to signs of change rather than to evidence of chronicity and of being 
keen to use the failure of one strategy as a signal to try something different. 
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Although the patient will remain sceptical, the therapist’s efforts make it 
harder for them to disregard this purely as professionalism. Importantly, 
rather than trying to persuade the patient as to the causation of depres- 
sion or reassure the patient that their depression is treatable, the therapist 
relates both the patient’s view and the therapist’s view to the cognitive 
model and proposes testing things out to get the evidence. 


As discussed in Chapter 4, bringing an acknowledgement of biological 
factors into the cognitive model can be crucial (see pages 140-142). Many 
chronic patients deny that their thinking has any influence on their depres- 
sion, seeing depression entirely in biological or characterological terms. 
Early in therapy the effects of biology on mood and thinking are discussed. 
Many patients readily agree that their biological symptoms, suchas fatigue, 
can drag them down or can make it hard for them to think about or do 
anything positive. The reverse influences of thinking on symptoms per- 
ceived as biological can then be examined, usually through outlining neg- 
ative influences first. Useful tests can be of the influence of thinking about 
an upset or setback on tiredness or muscle aches. For example, Catherine 
viewed her depression as an intractable biological illness that had been 
visited on her and about which she could do nothing. As discussed on 
page 145, when she denied that her thoughts had any role in contributing 
to her depression, the therapist did not dispute this but asked her permis- 
sion to write down some of the things she said during the first session. 
A lengthy list of statements was compiled over the course of the session, 
such as ‘I'll always be depressed’, ‘Nothing I do makes any difference’ and 
‘This therapy will never work for me’. This list was subsequently used in 
a mini-experiment. Catherine was asked to read the list back and focus 
on the thoughts to find out how this affected her. She found that reading 
the list did make her feel considerably more worn out, although she still 
doubted that such thoughts really contributed to her depression. 


The therapist then works to clarify further the role of negative thinking 
and passivity in maintaining the depression. The patient is encouraged 
to monitor their mood using mood diaries or mood ‘thermometers’ (i.e. 
ratings of mood on a 0 to 100 scale). The therapist needs to be particu- 
larly vigilant for evidence of shifts of any direction or magnitude that the 
patient is likely to have missed. Any shift in mood, whether spontaneously 
occurring or from an experiment to test different thoughts or behaviours, is 
used to compare the characterological with the cognitive-behavioural view 
of depression. Specific downswings can sometimes be welcomed as evi- 
dence that the patient has explicable depressive reactions to setbacks. Any 
improvements, particularly those that result from the patient's efforts, are 
related to the cognitive model. Catherine started to complete mood diaries 
over the first few sessions of therapy, much of which indeed confirmed that 


294 COGNITIVE THERAPY FOR PERSISTENT DEPRESSION 


her mood was flat most of the time. However, there were also not infre- 
quently ‘chinks’ when she visited friends or walked briefly in the country. 
She acknowledged that what she did could affect her mood, but, as this 
was only temporary, she maintained her belief that there was nothing she 
could do about her depression. This was subsequently used in discussions 
exploring her beliefs and their prejudicial nature. 


These experiments in examining the effects of thoughts and behaviours 
on mood rarely have a large impact on long-held beliefs about depression. 
However, as well as providing brief periods of relief, they can be useful in 
making those beliefs explicit and clarifying the basis for them. On occasion, 
patients are found to have overly simplistic models of depression derived 
from particular past experiences. This is often the case where close family 
members were depressed while the patient was growing up. It can be very 
helpful to re-evaluate such experiences in terms of differences between the 
patient and their depressed relatives. For example, Robert was a middle- 
aged man whose mother had been depressed throughout his childhood 
and killed herself when he was 12. He had been well looked after by his 
father and other relatives but had experienced bouts of depression during 
adolescence and early adulthood. He had suffered froma further episode of 
depression over about the previous five years and was convinced that this 
showed that he was doomed to the same fate as his mother. He was resistant 
to simple reassurance to the contrary. Several sessions into therapy, a more 
detailed comparison of his mother’s life course and character with his own 
proved extremely helpful. However, Robert remained quite depressed, 
believing that although he used to be different to his mother, he had now 
become the same as her. Particularly convincing in this regard was that 
when he made great efforts to engage in previously satisfying activities at 
work and at home, he now got little satisfaction from his efforts. Further 
discussion suggested that he now tended to do things with the attitude of a 
condemned man. Robert engaged with the possibility that seeing his con- 
tinuing decline as inevitable drained his activities of any value. He started 
to recognise that this negative view was constantly in the back of his mind. 
In session, he worked with the therapist to flesh out alternative possibilities 
for the course of the rest of his life and as homework he experimented with 
the effects of conducting everyday activities with different ‘mental hats’ 
on. He found that this did make a difference and on occasion recognised 
glimmers of his previous satisfaction. From that point, he started to believe 
that he had turned a corner, which further dented his absolutistic view of 
depression and gave added momentum to his improvement. 


The therapeutic strategy involves helping the patient to consider the view 
that depression is not fundamental but is a variable state. In the course 
of this, it often becomes clear that negative beliefs serve a self-protective 
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purpose for the patient. Patients often believe that if they let themselves 
experience any improvement, any setbacks or upsets would then be impos- 
sible to bear. There is a firm belief that while being continually depressed is 
bad, improving only to crash back down again would be even worse. This 
is a plausible idea to many people that has some currency in our culture 
(viz. ‘The higher you climb, the further you fall’). This can be tested out 
against the idea that being less depressed makes it easier to cope with both 
the demands of normal life and with setbacks or disappointments. This 
idea can be examined through analogy with physical illness and whether 
illnesses are easier to cope with if you are generally run down and un- 
healthy. It can also be helpful to discuss different people the patient knows 
and whether the more depressed people cope better with disappointment. 
It is important to remember that the aim is not to convince the patient of 
what is in any case a contentious issue, but to introduce enough flexibility 
to render actual tests of the patient’s experience possible. These generally 
take the form of scheduling activities that have previously given satisfac- 
tion or pleasure, and examining in detail what happens when these end. At 
times, spontaneously occurring upsets can be put to use in shedding light 
on these issues. For example, after discussing these issues over several ses- 
sions, one patient was involved in a minor car accident. He reflected that 
although on this occasion he had felt devastated for a couple of days, a 
similar accident previously had provoked a serious suicide attempt. His 
conclusion was that allowing himself to feel better had helped him to cope 
with this setback. 


In many cases, identifying and examining with the patient the basis of 
their beliefs specifically about depression can result in significant progress 
in itself. In other cases, although some progress is made at this level, these 
interventions suggest that beliefs about depression reflect just one aspect 
of even more fundamental beliefs about self, others and the world. The 
most common are seeing depression as a sign of weakness that should be 
kept under control; seeing depression as a sign of being more generally 
unlovable that should be kept hidden; or seeing depression as resulting 
from an intrinsic lack of worth that needs to be made up for by looking 
after others. These are discussed below. 


BELIEFS ABOUT WEAKNESS AND EMOTIONAL 
CONTROL 


In many cases of chronic depression, the central beliefs revolve around 
themes of weakness. Such patients tend to view other people as paragons 
of normality who are unaffected by upsets and manage to continue 
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competently with any task in any situation. The unconditional beliefs are 
supported by a range of conditional beliefs that configure around the theme 
of control, inadequacy and ridicule. Some commonly encountered exam- 
ples are: 


e If I can't control my feelings, it is a sign of weakness 

e If I am depressed, then it means I am weak 

¢ If I show my emotions, I will be ridiculed and humiliated 

e If I lose control even slightly, I will become totally overwhelmed. 


These conditional beliefs are often held in an extremely black and white 
fashion, resulting for example in an expectation that any consequence of 
losing control will be catastrophic. Patients who hold such beliefs fre- 
quently use emotional suppression as a means of trying to deal with emo- 
tions and typically find it hard to tolerate experiencing and expressing any 
emotions. However, the very act of trying to suppress emotions may in 
fact heighten the fear of losing control. This is likely to drive the patient to 
even greater lengths to try to contain their emotions in order to avert the 
feared consequences. Although the emotions may never actually rise to the 
surface, the continual effort to suppress them can be experienced subjec- 
tively as a constant potential for humiliation. This can manifest in feelings 
of shame, which are taken as further evidence of intrinsic weakness or 
inadequacy, thus confirming the patient’s negative view of themselves. 


These patients often initially report feeling fine and may have been per- 
suaded that they are depressed by family or professionals. When they do 
admit to negative feelings, they often report feeling low with no finer dis- 
crimination. Although cognitive therapy is frequently misconceived as a 
rather intellectual process by therapists from other approaches, unless the 
therapist is able to elicit and maintain some emotional arousal in the patient 
then the strategies of cognitive therapy are likely to be of limited value. For 
any patient who holds beliefs about the need to control emotions in order to 
avoid dire consequences, talking about potentially distressing material can 
be aversive in itself. Beliefs about emotions and their expression can block 
the therapist's first attempts to engage such patients in cognitive therapy. 
Working with patients who hold these beliefs involves enabling them to 
recognise and express emotion more adaptively, alongside helping them 
to adopt more flexible rules regarding the experiencing and expression of 
emotion. 


For some patients, it can be important early in therapy, either explicitly or 
implicitly, to help them to recognise and differentiate between a range of 
different emotional states. This can be approached in a number of ways. 
Patients can sometimes be helped to discriminate differing emotional states 
using images, commonly of colours (red for anger or anxiety and blue for 


WORKING WITH SOME TYPICAL THEMES 297 


sadness) or common situations (a funeral for sadness, a driving test for anx- 
iety, a fight for anger). For many patients who have difficulty identifying 
and labelling emotions, a good starting point is to pay particular attention 
to bodily changes, as these can provide a first step to emotional recogni- 
tion. This was the starting point for Matthew. From the first assessment 
session, he could speak eloquently about the complex and longstanding 
set of problems that had brought him to therapy, but whenever the ther- 
apist enquired about his current emotional state and attendant negative 
automatic thoughts he would reply ‘I don’t know’. After three sessions 
Matthew was able to make a link between upsetting events and a feeling 
of ‘heaviness’ in his stomach or head. This was used as a cue to make links 
between his sensation of ‘heaviness’ and negative automatic thoughts. By 
Session 7, Matthew’s ‘heaviness in his head’ had been defined as feeling 
sad or depressed and the ‘heaviness in his stomach’ as anxiety. Over time 
Matthew was encouraged to pay attention to varying degrees of emotion 
by rating his mood in session or during the day on a ‘mood thermometer’. 
Gradually he started to acquire concepts of variability of and discrimina- 
tion between specific mood states. This helped to counter his perception 
of his negative mood state as invariant and unremitting. 


As well as helping the patient to identify emotions, the therapist needs 
to investigate what the patient is doing to keep his/her emotions under 
control. Patients can often identify with terms such as clamping down or 
battening down their feelings. Particular strategies or safety behaviours 
that patients use to control their emotions can be identified, including 
clenching their teeth, tensing their stomach or blanking their mind. The 
patient can then be asked what they predict would happen if they did 
not maintain control over their emotions. Predictions tend to have two 
themes: that the feelings would overwhelm them and result in permanent 
loss of control or damage and that others (including the therapist) would 
humiliate them in thought or deed. These predictions can then be tested 
out by encouraging the patients to let go by degree some of their safety 
behaviours and engage in some form of emotional expression. On some 
occasions when discussing a potentially upsetting situation, the therapist’s 
asking ‘are you doing anything just now to keep your feelings down?’ 
can prompt a release of emotions. This can prove extremely helpful in 
decatastrophising emotional experience and expression. 


Beliefs about emotional expression often predict negative consequences 
of expressing positive feelings. Where this is so, it can be less threatening 
for the patient for their first experiments with allowing some emotional 
experience to focus on positive rather than negative emotions. Ideas that 
it is foolish to look happy and that any good feelings will result in an even 
more painful fall are common in chronic depression. Thus, there is often 
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suppression of any positive emotion due to its perceived transience and the 
predicted devastation when the grinding feelings of depression return. An 
example of this was provided when Stan described his daughter’s recent 
birthday party (see page 251). He talked about how the party had gone 
very well, but in a flat monotone. When asked how he felt about the party, 
he replied flatly ‘okay’. In response to the therapist’s questioning, he con- 
ceded that his lack of positive feeling was noteworthy. He revealed that he 
thought he would look foolish if he acted too pleased about this and he 
believed that such foolishness would be confirmed when the positive feel- 
ings departed, leaving him as low as ever. With considerable difficulty, and 
much prompting, he was able to describe some of the things he had found 
really good about the party, suchas the pleasure in his daughter’s face when 
she opened her presents. With further encouragement from the therapist, 
he was able to use this specific memory to kindle some happy feelings 
during the session. In ‘debriefing’ from this experience, he could accept 
that the therapist’s pleasure at this was genuine and not concealing some 
disparagement, and at the next session he reported that the feeling had 
just gradually drifted away with no ill effects. This apparently innocuous 
experience provided some motivation for subsequently expressing some 
pleasure at home, which met with significant positive results. When the 
conclusions of this were examined in terms of his core beliefs, he was sur- 
prised to find that he saw himself as less weak and more ‘able’. 


Once patients have made some progress in experiencing positive feelings, 
they can be helped to test their beliefs in relation to negative feelings. This 
can take advantage of upsets that occur in the course of therapy or can use 
discussion of significant past upsets. The predicted consequences of such 
discussion are compared with the actual outcome, usually focusing on the 
patient’s degree of control and the therapist’s reaction during the discus- 
sion. This strategy was used in the case of Peter, whose previous view of 
himself as a capable man in control of his life had clearly been shattered 
by the experience of becoming depressed. During therapy, it emerged that 
he believed ‘Tf I can’t control my emotions (depression) then it’s a sign of 
weakness’. As a consequence, Peter dealt with his illness using a range 
of tactics to control his emotions and feared that if he lost this battle, he 
would suffer a loss of his mental faculties and public humiliation. His tac- 
tics included suppressing any distressing thoughts and images that came 
into his mind and distracting himself from negative affect through physical 
exercise. In the short term this was reasonably effective, but over the years it 
had led toa sense of the feelings becoming increasingly powerful. Trying so 
hard to control his negative affect maintained his perceptions that he could 
not do so, which he took as further evidence of his intrinsic weakness. In 
therapy, his beliefs about the need for emotional control were formulated 
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and a series of behavioural experiments to test the consequences of relin- 
quishing some degree of emotional control were planned. 


One such behavioural experiment focused on discussion of the circum- 
stances leading to the onset of his depression (which he had initially forbid- 
den). Initially, Peter was asked to rate how upsetting he thought it would 
be to discuss the incident, which he rated at 95%, and his more specific 
predictions were identified. These were that he would start to cry and not 
be able to stop (80%); that he would not be able to get to the end of the story 
(100%); and that the therapist would think he was weak (95%). Peter was 
allowed to dictate how the discussion progressed. The therapist encour- 
aged Peter to talk about the incident that led to the onset of his depression, 
which involved making people at work redundant. After two minutes, his 
voice quivered, he became tearful and began to shake. He stopped talking 
and began to take deep breaths, stiffening his entire body to try to hold 
back his tears. The therapist encouraged Peter to continue talking, while 
asking him to drop his safety behaviours of taking deep breaths and tens- 
ing his body. Peter continued to speak for 10 minutes, wiping his eyes 
and pausing from time to time to compose himself. In re-rating how dis- 
tressing he found the discussion, he was surprised to realise that it was 
not as bad as he anticipated (60%). In reviewing his predictions, he noted 
that although he did cry, even on dropping his safety behaviours this did 
not overwhelm him and to his surprise he got to the end of his story. He 
re-rated his first two predictions at 20% and 0%. The final prediction that 
the therapist viewed him as weak was more difficult to disconfirm. While 
Peter could not identify any objective evidence for this view, he found it 
difficult to accept that this was not the case. He re-rated this prediction 
at 70%, commenting that ‘As a therapist you get paid to be nice, so you 
won't tell me the truth’. From this it was clear that more work needed to be 
carried out to generalise the conclusions from this experience in therapy 
to other situations and people in his life. This was accomplished through 
a range of further tests carried out as homework assignments. 


After (or sometimes in tandem with) such behavioural experiments, work 
on unconditional beliefs about weakness becomes a major focus of ther- 
apy. Labelling the beliefs and drawing out how they are maintained (see 
page 250) can help to highlight to the patient how attempting to avoid or 
restrict emotion is integral to the problem. Discussion of the early experi- 
ences that may have contributed to the adoption of these beliefs can be very 
useful, even though suppression of emotions renders ‘rescripting’ of emo- 
tional memories unworkable. The early experiences that are crucial can be 
quite subtle and so have often eluded the patient’s efforts to understand 
their problems. This reinforces the patient’s idea that any problems must be 
attributable to their inherent weakness rather than external influences. One 
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patient who believed wholeheartedly that she was a weak person found it 
impossible to identify any early experiences that she thought could have 
contributed to her sense of weakness. She described both parents as kind 
people with whom she got on well. The atmosphere in the house always 
seemed to be calm and unruffled, the only exception being when she was 
herself upset. Her parents were never unkind to her, but told her that there 
was nothing to be upset about. When she was worried or upset about any- 
thing, she tended to go to her room and try to work it out by herself. By 
the time it came to taking exams in her teens, she was convinced that there 
was something strange about her inability to get rid of anxieties that were 
so clearly at odds with the way other family members behaved. For her, 
describing this situation and viewing it more objectively helped her to see 
it as understandable that she came to view being upset as a sign of weak- 
ness. This understanding was then used as a stepping stone to building up 
an alternative view of herself as normal. 


For patients with beliefs about weakness, the most common adaptive al- 
ternatives are ideas of being normal or able. Patients may initially focus on 
evidence of ability to control emotion as a sign of normality. However, if 
this were to be the sole focus of efforts to build the new belief, it would also 
reinforce the assumptions about the importance of keeping control that in 
the long-term reinforce the belief. It is vital that evidence used to build the 
new belief encompasses some activities that are at odds with old patterns 
of avoidance and suppression. Including evidence of emotional expres- 
sion or tolerance is important in laying the foundations for a new view of 
self. Black and white thinking may mean that the patient starts off with a 
rather extravagant view of what emotional experience entails, for exam- 
ple that feeling sad necessarily means sobbing uncontrollably. The patient 
may therefore need considerable help with recognising, acknowledging 
and valuing suitably small degrees of emotion. 


In working with patients who have very restricted emotions, it can be enor- 
mously difficult to begin to get any apparent shift in behaviours or beliefs. 
It can help to bear two things in mind. One is that, for these patients, struc- 
tured cognitive therapy is a vastly different experience to anything they 
have ever participated in before. For them, experiences barely discernible 
to the therapist represent a transformation. What seems to the therapist 
like a gentle and rather intellectual discussion of a situation can seem to 
these patients like an emotional whirlwind. As noted on page 70, Catherine 
described her initial cognitive therapy sessions as like being ‘pinned to the 
ground’ and this was consistently her experience of therapy. Therefore, it 
can be helpful to consider the patient’s experience of the therapy itself as 
possible evidence of ability to tolerate or benefit from emotional experience 
and expression. Secondly, stability tends to be a hallmark of these patients. 
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Although this makes it hard to initiate any change, once any small shifts 
have been achieved, they are more likely to be maintained than in more 
labile patients. 


BELIEFS ABOUT INSIGNIFICANCE 
AND RESPONSIBILITY 


It can be helpful to discriminate between two types of belief that may 
both be described in terms of worthlessness. For dependent or sociotropic 
patients, worthlessness is defined in terms of social unacceptability to 
others, as described in the next section. For autonomous patients, worth- 
lessness seems to be a more moral or existential concept, reflecting a per- 
ceived lack of some essential worth that others are assumed to have. The 
self-concept is often of being insignificant or unimportant. The patient may 
see themselves as being a nuisance or as being in the way by virtue of their 
very existence. Such patients tend to suppress their own emotions and 
wishes. Their conditional beliefs and assumptions tend to revolve around 
taking responsibility for others and their welfare. Typical beliefs are: 


e If I do anything for my own benefit, I am being selfish. 
¢ If someone needs help, I must give it. 

¢ If someone has a problem, it is up to me to sort it out. 
e If I put others first, I will be accepted. 


To meet the demands of these conditional rules, patients make excessive 
efforts always to put the needs of others before their own. They often sort 
out other people’s problems at the expense of their own priorities, needs 
and well-being. In cases of extreme subjugation, patients may actually 
have little concept of the fact that they have wants, needs and priorities 
that persistently go unmet. Not expressing their own wishes curtails any 
chance for the patient’s own existence to be valued or validated by others, 
thus reinforcing the belief of insignificance. Constant vigilance for other 
people’s negative states results in anxiety when all seems well and guilt 
when it does not. When these emotions or other depressive symptoms 
interfere with the task of meeting the perceived needs of others, this is 
seen as further proof of worthlessness. 


A further factor that can maintain these beliefs is that individuals in the 
patient’s family and social network are often well served by the patient’s 
slavishly meeting their needs. Behavioural experiments intended to mod- 
ify the patient’s rules usually involve the patient doing less for others in 
the family and social circle. The negative consequences of this can include 
not only a marked increase in levels of anxiety and guilt, but also negative 
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reactions from others, such as withdrawal of affection or, in extremes, phys- 
ical violence. If family relationships change or friendships come to an end, 
the rewards of modifying such beliefs can therefore be hard for the patient 
to see. Such external contingencies can serve to confirm the patient’s view 
of their intrinsic worthlessness and their belief that others’ needs are more 
important than their own. 


Patients with these beliefs tend to prize their self-reliance, as they are not 
supposed to make demands on others. Being in the position of needing help 
in the form of therapy contravenes one of their fundamental principles. This 
can pose a major barrier to engagement in therapy. Further, their neglect 
of their own needs in favour of the needs of others can result in therapy 
sessions receiving a low priority in a long list of demands on the patient’s 
time. Attendance and compliance can therefore initially be a problem. The 
therapist may at first have little choice than to emphasise the importance of 
attending and engaging in therapy as satisfying an external responsibility 
towards the therapist (rather than viewing therapy as attending internally 
to the patient’s own welfare). Early in therapy, the emphasis tends to fall 
on decreasing the negative consequences of the perceived responsibility 
for others, through ‘decatastrophisation’ of not meeting demands and re- 
attribution of blame. It is only later in therapy that building up some idea of 
the patient taking responsibility for their own well-being becomes possible. 
This is then used to help the patient to try to establish some degree of belief 
in their own significance or value. 


Work with automatic thoughts of self-blame and letting others down 
is addressed through standard cognitive techniques. Pie charts (see 
Greenberger & Padesky, 1995) are helpful in drawing attention to factors 
that contribute to outcomes and are not the patient’s responsibility. The 
idea that other people will feel let down if the patient does not meet their 
perceived demands can usefully be put to the test. Although such interven- 
tions often result in little change in belief in chronic patients, they help to 
highlight the possibility that the patient’s beliefs and attitudes contribute 
to their problems. This can help the patient to become more amenable to 
examination of their beliefs, which were previously seen as completely in- 
consequential. The prejudice model and belief maintenance diagram (see 
Chapter 7) can then be crucial in helping patients see the possibility of re- 
ducing responsibility internally, rather than externally through satisfying 
others. 


Predictions from conditional beliefs about attending to others’ needs can 
be tested by examining what happens when patients resist the urge to 
sort things out or keep people happy. The intense discomfort patients feel 
when faced with such a possibility can make such tests hard to set up. The 
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concept of ‘toughing out’ guilt can be useful. The power of the therapeutic 
relationship can also be exploited, as the therapist’s giving permission not 
to respond to guilty feelings can provide a counter to the perceived exter- 
nal demands. The patient’s attention can then be drawn to any evidence 
that others sometimes do cope independently and don’t always blame the 
patient. This is then referred back to ratings on the responsibility belief. 
When some perceived demand has not been acted on, it is also important 
to note if guilty feelings decrease of their own accord. Strategies for han- 
dling actual negative outcomes—such as when others do blame the patient 
or when others truly are reliant on the patient—may need to be developed, 
such as helping people to find other sources of help. 


Such behavioural changes were crucial in the case of Julie, who spent much 
of her time meeting the needs of her four children, three grandchildren and 
a number of relatives in her extended family for whom she acted as con- 
fidant and problem solver. She rarely saw it as appropriate to refuse the 
demands of others or ask for help. Unsurprisingly, Julie experienced herself 
as constantly ‘at the mercy’ of others in terms of the demands they made 
on her time and resources. Indeed she was prone to cancelling therapy 
sessions in order to meet the constant demands placed upon her by her 
family and friends. Early in therapy, Julie identified her problems as exist- 
ing in her environment: ‘If people didn’t make demands of me I wouldn’t 
have this problem.’ However, she also blamed herself when she thought 
she had let others down. There was some benefit in helping her question 
thoughts that blamed her entirely for failing to meet some of the excessive 
demands on her. In early sessions, some blame for various problems was 
re-apportioned to others, including her rather critical husband. Through 
this work, she was helped to recognise the role of her own thoughts and be- 
haviour in maintaining the problems she described. The therapist needed 
to be careful that she did not just blame herself further for the difficulties she 
was experiencing. Simply identifying her beliefs was an important part of 
this process. By several sessions into therapy, she recognised and endorsed 
her conditional belief: ‘If I put myself first I will be criticised and humil- 
iated’ and her unconditional beliefs that: ‘I am worthless’, ‘Other people 
are more important than me’ and ‘The world is uncontrollable’. The conse- 
quences of these beliefs in terms of her tendency to take on an unreasonable 
level of demands were illustrated in a belief maintenance diagram. This 
also helped her to see that it would be inevitable that she would not meet 
all the demands on her and thus that she would interpret the resulting 
fatigue and depression as further evidence of her worthlessness. 


In seeking to help Julie to build a more adaptive view of herself in rela- 
tion to others, efforts at belief modification focused around twin goals of 
helping her not to take sole responsibility for the well-being of others and 
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to recognise and meet her own needs when necessary. Work on this was 
started through considering a new conditional rule: ‘In order to take care of 
other people, I need to take care of myself.’ This enabled her to test out the 
strategy of looking after herself without first questioning the overriding 
importance of caring for others. With much encouragement, she was able 
to test the effects of small aspects of caring for herself, such as having a 
rest when she felt exhausted before getting on with addressing the next de- 
mand on her. Although she felt quite guilty about this, she was surprised to 
find that no external criticism was thrown at her and that she did feel more 
able to tackle things. This helped to cast some doubt on her belief that if 
she put herself first, she would be criticised and humiliated. Furthermore, 
this enabled her on a number of occasions to resist urges to sort things 
out for friends and family when she had not been asked to do so. Other 
interventions helped Julie to take responsibility for tasks for which she was 
realistically responsible, which had previously received insufficient prior- 
ity compared to the demands of others. Specific tasks, such as making a 
dentist’s appointment, were used to test out predictions stemming from 
her belief that she was worthless and that others were more important than 
she was. Her progress in improving self-care and combating procrastina- 
tion was related to a new view of herself as being worthwhile and of equal 
value to others. 


Progress from using behavioural experiments to modify conditional be- 
liefs can be used to begin to address core, unconditional beliefs related to 
worthlessness or insignificance. This can be done by relating the outcomes 
of behavioural experiments back to ratings on those beliefs, to see whether 
changes in behaviour lead to changes in belief. It can also help to discuss 
in some detail the genesis of the underlying beliefs. Formative experiences 
for these patients often include a pattern of childhood neglect, often in a 
family background of marital friction, violence, alcoholism, overwork or 
mental ill health. The patient as a child will often have taken on the role of 
caregiver either for adults within the family who themselves have prob- 
lems or for other siblings. The patient may quite realistically have helped 
to sort out others’ difficulties or helped to contribute to a fragile peace 
in the home by doing practical or emotional tasks for others. The child 
may rarely have experienced a model of being looked after or having their 
needs acknowledged and met. Reviewing such details of their childhood 
from an objective standpoint can help patients to make sense of their view 
that other people’s needs are more important than their own. Identifying 
any person who did genuinely help to care for or look after the patient 
when they were a child can cast doubt on the universal applicability of 
the negative beliefs. Imagery rescripting (Edwards, 1990) can be used to 
activate particular emotional memories of being held responsible or failing 
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to meet external demands. The benevolent person can then be brought into 
the image to counter the sense of blame and responsibility, which can be 
very helpful in these cases. 


Examples of adaptive beliefs which patients have found it helpful to work 
to build up are ‘I matter like other people’ and ‘I am a worthwhile human 
being’. Patients may initially only see evidence of being useful to others as 
supporting these concepts. Therefore, they usually need some encourage- 
ment to consider things they do for themselves as reflective of their human 
value. It can be useful to frame the work on the new belief as ‘treating your- 
self as you treat others’. The patient can then begin to direct towards them- 
selves skills of nurturing and problem-solving which they usually reserve 
for others. If genuine progress has been made in behavioural experiments 
and in recognising how the negative beliefs are maintained, then patients 
will start to accept that actions such as refusing unreasonable requests can 
be a sign of being worthwhile. Giving some priority to other aspects of self- 
care, including necessary rest or recuperation and things that are pursued 
for interest or enjoyment, are vital in building beliefs of being as worth 
while as others. For these patients, their spontaneously reporting that they 
enjoyed some new or long-neglected activity for its own sake is a sign that 
the new belief has begun to take root. 


BELIEFS ABOUT UNACCEPTABILITY 


For many patients, underlying beliefs revolve around the theme of being 
unacceptable to others. Patients who believe that they are bad, horrible 
or unlovable usually exhibit marked cognitive and behavioural avoid- 
ance. Much of the time, patients who hold these types of belief imple- 
ment strategies aimed at preventing others from discovering the perceived 
depth of their badness or unlovability. Conditional beliefs around themes 
of approval and rejection can often be formulated, as in: 


e If people know what I am really like, they reject me. 
e If I don’t do what others ask, I will be criticised. 
e If I let myself get upset, it proves how horrible I am. 


It is in the patient’s social relationships that these beliefs are likely to be 
most strongly manifest. The anticipation of rejection means that the patient 
may have few significant relationships or that the relationships are charac- 
terised by compliance, self-deprivation, and even acceptance of exploita- 
tion or abuse. As the conditional and unconditional beliefs can be easily 
activated across a broad range of social interactions, the avoidance often 
seems frantic or chaotic. Emotions tend to be changeable and extreme, 
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varying from extremes of anger when some small slight is interpreted in 
terms of outright condemnation, to anxiety when rejection is anticipated, to 
self-hatred when perceived past rejections are contemplated. Both external 
factors (e.g. instability of relationships) and internal factors (e.g. instability 
of emotions) are interpreted as evidence of underlying unacceptability or 
badness. The avoidance that is motivated by the underlying beliefs thus 
serves to reinforce those very beliefs. 


In therapy, patients may actively try to dissuade the therapist from rais- 
ing certain issues and may be very reluctant to continue therapy if these 
issues are touched on. Before underlying beliefs can be addressed, therapy 
must first help the patient to contain and then cope with the emotional 
arousal, often generalised self-hatred, when the patient’s beliefs are acti- 
vated. Working to improve patients’ tolerance and management of affect 
is thus a prerequisite to helping patients to test beliefs about their badness. 
Standard techniques for management of intense emotions and for the plan- 
ning and execution of challenging activities are useful. In view of the black 
and white thinking of these patients, grading or breaking down difficult 
tasks and using time off, self-reward and pleasure following even partial 
accomplishments can be particularly helpful. The idea of getting help and 
support from people before things get to a crisis can usefully be suggested. 
In the early stages of therapy, the therapist has to provide a strong model 
of these strategies and may have to implement them in a didactic fashion. 
Only once some flexibility has been introduced into the belief system do 
patients usually become more able to implement self-regulation strategies 
for themselves. The initial aim is therefore to provide a context where the 
predictions from underlying beliefs can more safely be tested. 


Therapy then needs to help the patient to test out the predictions inherent in 
their conditional beliefs. The difficulties in therapy usually arise when fear 
of extreme emotions prevents the patient from entering situations where 
beliefs might be tested and change might occur. Once sufficient affective 
regulation has been achieved to enable patients to confront some situations 
where they fear the potential for rejection, strategies to process information 
in a more even-handed way can be implemented. Issues of badness and 
unlovability typically affect both achievement-related and more intimate 
social situations. The former type of situation is usually more peripheral 
and can often be addressed more easily first. Tasks that have been avoided 
at home and at work will often evoke expectations of criticism or rejec- 
tion. Standard cognitive techniques can be used to identify and question 
negative thoughts, which often involve thinking errors such as mindread- 
ing and all-or-nothing thinking. These are often effective in producing 
changes in degree of belief once a patient has been helped to engage with 
a particular problem. A prediction log for comparing the expected with 
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the actual outcome of successively more daunting tasks can also be useful. 
However, in some patients with these beliefs, the tendency to deprive or 
punish themselves can prevent them from readily taking in any positive 
information. 


For example, therapy with Kate aimed to help her to develop strategies 
for self-regulation and used cognitive-behavioural techniques to address 
successive tasks that activated her negative beliefs. As described previ- 
ously (see page 34), she initially denied having any problems she wished 
to discuss in therapy. With only a little prompting, a catalogue of occupa- 
tional, financial and social problems flooded out leaving her so upset that 
she ran from the first therapy session. It emerged that she believed that 
her many problems were proof that she was a ‘horrible’ person. Judicious 
use of supervision enabled the therapist to develop a strategy for handling 
the upset or avoidance in subsequent sessions. This involved a plan that 
interventions should tackle issues in a graded fashion, so that only easier 
or more superficial issues were addressed initially. The strategy also in- 
volved prefacing each intervention with some discussion of how and why 
it might be upsetting and following each intervention with some discus- 
sion of how to cope with any upset that had indeed been aroused. Early in 
therapy, the issue of contacting the social security office to sort out problems 
with her unemployment benefit payments was addressed. The therapist 
pre-empted her concern about this by explaining that such situations can 
make people feel bad if they trigger a negative view of themselves. Kate 
agreed that her ‘worst thoughts’ about herself made her feel anxious and 
guilty, even when only discussing claiming benefit and that these feelings 
would get worse when she actually contacted the benefit office. Through 
just alluding to her belief of being horrible, specific negative thoughts about 
this task (e.g. ‘They'll look down on me’, ‘They'll tell me where to get off’) 
were identified and questioned. Mainly by considering how she would 
view the situation if it were happening to someone else, she agreed to 
test her prediction that the people at the office would treat her with con- 
tempt and tell her that her application had been refused. Following the 
session, she managed to contact the office and her claim then proceeded 
with minimal difficulty. Kate was pleased with the way she overcame this 
problem, although in subsequent sessions it became clear how little this 
success generalised to other situations where her beliefs became activated. 


Achieving such generalisation usually involves explicitly acknowledging, 
labelling and examining the effects of unconditional beliefs about the self 
and others. This is often a highly distressing process for these patients. 
The therapeutic relationship can be a testing ground for the unconditional 
beliefs, as during sessions the therapist is often witness to things the patient 
considers unacceptable. Examples may include the patient being upset, 
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avoiding tasks outside the session or confessing ‘bad’ things that have hap- 
pened outside therapy. The patient may become overtly anxious about the 
therapist’s reaction and often anticipates disapproval, rejection or the ter- 
mination of therapy. They may cope by seeking reassurance from 
the therapist or trying to end therapy themselves. Clear expressions of the 
therapist’s wish to continue trying to help are often discounted as the thera- 
pist ‘being professional’. In contrast, patients can take great note of the 
slightest sign of any negative reaction from the therapist. It can be helpful 
for the therapist carefully to acknowledge their negative reactions, partic- 
ularly in relation to the patient’s attempts to avoid things. The therapist 
must be quick to contrast these with their more positive reactions when 
the patient is engaging in therapy. The possibility that it is the patient’s 
avoidance rather than inherent badness that evokes negative reactions can 
then be discussed. 


The historical antecedents of beliefs about unacceptability are often fairly 
clear, and often involve some degree of physical or emotional abuse. These 
can be explored once patients have acquired some tolerance for experienc- 
ing negative feelings associated with their underlying beliefs and have built 
up some degree of trust in the therapist. Discussing with the patient the role 
these early experiences had in the formation of their view of themselves 
can help them to identify less completely with their negative view. The 
imagery rescripting technique (see Chapter 8) can then be very powerful in 
producing significant belief change in a short time. The main focus of such 
belief change is around the interpretations of badness and unacceptability 
the patient formed at the time of the abuse. While the upsetting schema is 
activated within the image, the patient’s more rational adult thinking or 
their memories of a benevolent influence at the time of the abuse is used 
to introduce fundamentally different interpretations. This experience can 
provide an important prototype for attributing other people’s negative 
actions and reactions to factors other than the patient’s perceived unac- 
ceptability. It is also important in doing this work to focus on the therapy 
relationship. The patient’s upset in discussing traumatic experiences often 
triggers thoughts of being rejected by the therapist. Being alert to this pro- 
vides another opportunity to disconfirm the negative beliefs when they 
are at their most accessible. The patient’s predictions that result from their 
unconditional beliefs are made explicit and then compared to the thera- 
pist’s actual reactions. The therapist should be as clear and unambiguous 
as possible about caring ina genuine human way for the patient’s suffering 
during any past traumatic events. 


Where the patient sees the therapist's reaction as positive, this can be used 
as a step towards testing reactions of other people in the patient's life. 
Important new behaviours, such as assertion of wishes, requesting help 
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and appropriate self-disclosure, provide opportunities to test out the un- 
derlying beliefs. An initial focus on testing predictions about the reactions 
of others may in time give way to work on helping the patient to value their 
own wishes and efforts. This is usually done with reference to adopting 
an alternative view of self as being okay, or a lovable or good person who 
can be accepted by others even when upset or when failing to live up to 
expectations. 


In therapy with Kate, discussion of the effects of her apparently quite priv- 
ileged background helped to set in train changes in the way she related 
to people around her. The dominant figure in her early life had been her 
father. He was a very successful businessman who seemed to be extremely 
popular outside the home. This was in stark contrast to how he seemed at 
home, where his moodiness and violent temper were a constant threat. Kate 
described having to monitor herself constantly for anything about herself 
that might send him into a rage. Being too noisy or too quiet, too happy 
or upset could all lead to her being banished to her room by her mother 
for upsetting her father, or to her being beaten with a leather belt by her 
father. Her younger brother did not get this treatment, but any complaints 
from Kate about the unfairness of this just led to further punishment. Her 
father left the family home when she was 9, and made little effort to stay 
in contact. After this, her mother had told Kate that her father did not love 
her. She believed that if she had been different somehow, he would not 
have left. Discussion of these experiences suggested that it was not only 
the constant punishment that led Kate to see herself as horrible, but also 
the fact that her father seemed so universally admired and that he did not 
treat her brother in the same way. 


Following an initial fear about being seen to be ‘whingeing’, Kate began 
to accept that the therapist’s concern to help her to understand and 
come to terms with her upbringing was genuine. Imagery rescripting was 
attempted around a number of specific incidents. One was when, on her 
brother’s birthday, she had tried to ride on his new tricycle. This had 
resulted in her being punished with a belt and her father barely speak- 
ing to her for some days. Memories of a kindly neighbour who had looked 
after her when her parents were out were used to bring into the image infor- 
mation to counter her conviction that she was just a horrible girl. The view 
that she was an ordinary little girl who was not surprisingly upset at being 
so out of favour with her father was used to build up a small but significant 
degree of doubt about her ‘horribleness’. This was then exploited in testing 
her negative view and building up a new view of herself as ‘alright’ in rela- 
tion to various ongoing situations. One example was that of her smoking, 
which she had previously seen as a sign of being horrible. This led to her 
setting up a (not entirely successful) pact with a friend to give up smoking. 
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She was also able to ‘confess’ her urges to cut or burn herself to another 
friend, with the effect of greatly deepening the friendship and providing 
an important support at times of emotional distress. 


Progress in working with these beliefs is usually more erratic than when 
working with beliefs about weakness and emotional control. Cognitive 
and behavioural avoidance make the activation of different unconditional 
beliefs more dependent on the particular context. Great progress in build- 
ing new beliefs from some behavioural experiments in which the patient 
receives positive feedback can be undermined by a subsequent experience 
of failure or criticism. It is helpful to prepare the patient for this in advance 
and to help them to devise a plan for dealing with negative outcomes. 
It is important that patient and therapist gauge change from the overall 
strength of negative and positive beliefs across a range of different situa- 
tions, rather than at any particular instant. 


BELIEFS ABOUT ACHIEVEMENT AND APPROVAL 


Many patients’ beliefs about their deficiencies relate mainly to the areas of 
accomplishment and achievement. Such patients tend to see themselves in 
terms such as ‘a failure’, ‘no good’ or ‘useless’. They see others as superior 
and likely to be critical. Typical conditional beliefs are: 


e Unless I succeed at everything I attempt, I am useless. 
e If I fail at anything, people will look down on me. 

e I must be sure of success before I try to do anything. 

e Unless I criticise myself, I will not do things properly. 


These beliefs commonly provoke constant self-criticism in relation to 
endeavours that have been completed and intense preparatory worry 
about tasks that have yet to be faced. Avoidance is frequently in the form 
of procrastination, which then forms the focus for further self-criticism. 
This then feeds into the patient’s negative beliefs, leading to more intense 
worry, self-criticism and urges to avoid, thus reinforcing a vicious circle. 
However, these patients are often saved from more generalised views of 
worthlessness or badness by having some faith in their ability to relate to 
their peers or intimates. 


Standard cognitive techniques can usefully address issues such as black 
and white thinking and mindreading, which are associated with the 
patient’s difficulties in addressing work or personal tasks. For such 
patients, cognitive therapy tasks themselves can form the focus for worry, 
procrastination or self-criticism. This provides a useful microcosm of the 
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patient’s life, where identifying and questioning negative thoughts and 
testing out negative predictions about the therapist’s reaction, for example 
to homework assignments, can occur. As has been suggested in relation to 
the preceding themes, in patients with chronic depression such techniques 
frequently do not lead to significant cognitive and emotional shifts but 
rather can be used to highlight to the patient the constantly biased nature 
of their appraisals. The focus then falls on modifying the biases in these 
processes and on the beliefs that underlie them. 


In subsequent work on underlying beliefs, it can help to put the issue of 
self-criticism directly in the frame. This can draw together not only the 
patient’s overt negative thoughts about failure and disapproval, but also 
their intensive thinking, planning and preparation that focuses on try- 
ing to get everything right. It may also include ruminating about why 
they are depressed and failing to find satisfying answers. These think- 
ing patterns and processes can be formulated as attempts to compensate 
for the unconditional beliefs and illustrated in a belief maintenance dia- 
gram. The idea of attempting tasks in a different fashion to test predic- 
tions from conditional beliefs can then be suggested. For example, the idea 
of ‘just doing’ tasks with minimal preparation or forethought can be ex- 
plored. This can be rehearsed in session with therapy-related or external 
tasks in order to practise switching from ‘task-interfering cognitions’ to 
‘task-orienting cognition’ (see page 187). It can also be helpful to guide the 
patient in thinking through possible failures, to explore how they would 
cope. 


For example, Joe was a middle-aged man whose life had almost ground 
to a halt since he had been depressed. His two most common descriptions 
of himself were ‘useless’ and ‘a failure’ and he spent much of his time 
sitting pondering the various tasks that he thought he was unable to do. His 
thoughts often centred on everyday household tasks, such as making meals 
(he had previously worked as a chef) or paying bills, or on the difficulties 
of finding work. Very often his thoughts focused on his depression and 
he would spend hours reflecting on why he had become depressed and 
on his inability to get out of it. Simple activity scheduling had not proved 
effective and questioning suggested that this was because of his belief 
that he needed to understand why he was depressed before he could do 
anything about it. Discussion of the consequences of this belief suggested 
that, far from helping him out of his depression, it strongly reinforced his 
sense of failure through his inability to find any explanation that would 
satisfy him. When small activities were suggested as tests of this belief, Joe 
was surprised to find that doing things resulted in more of an improvement 
in his mood than pondering the reasons for his depression. 
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The impetus of this behavioural test was then used to test out his more 
general assumption that he needed to be sure of success before attempt- 
ing any task. Some months previously, Joe had bought some new units to 
fit in his kitchen but had not started to do so because he was uncertain 
of some of the steps in the assembly instructions. He was convinced that 
his uncertainty showed that he would fail if he tried, but also interpreted 
his not having started as a sign of failure. After some mental rehearsal in 
session and with the backup that he could call up a friend to help if he 
got stuck, Joe agreed to try an experiment of having a go at fitting one 
of the easier units with minimal preparation. He found that he was able 
to get going surprisingly well and, although at one point he got stuck 
and nearly gave up, he managed to finish the job. Although he remained 
critical of the job, with prompting he could also see it as showing some 
sign of competence, particularly as his wife had been unreservedly de- 
lighted with his efforts. He managed to use this as a model to try his new 
strategy of doing things despite his doubts with a number of other stalled 
activities. 


Alternative views of self can often be built up around ideas of being able 
or competent. In view of the black and white thinking common in these 
patients, it is important that they are helped to process evidence of even 
partial achievement through scaling it on the new belief (see pages 279- 
284). The therapist will also need to be sensitive to the patient’s tendency to 
dwell at great length on the slightest suggestion of failure, while glossing 
over many signs of success, continually pointing this out and asking them 
to try outa different attitude. This work is often made easier once the origins 
of the unconditional beliefs of failure, associated conditional beliefs and 
high standards have been clarified. 


Frequently the beliefs have been adopted in an ongoing family culture 
of extremely high standards, rather than in response to specific traumatic 
events. In contrast to many patients who experienced the circumstances 
contributing to their underlying beliefs as aversive or traumatic, patients 
with beliefs about failure may see the formative experiences in positive 
terms. They see the problem as their own failure to live up to expectations 
and often continue to view their caregivers, and the extreme high standards 
they espoused, in an idealistically positive fashion. Joe, for example, con- 
tinued to believe in the many sayings and aphorisms of his father, who had 
been a minister, such as ‘only your best is good enough’, ‘if it’s worth do- 
ing, it’s worth doing well’ and ‘what doesn’t kill you makes you stronger’. 
Therapy scarcely dented the conviction with which he seemed to apply 
these principles, but through making him more aware of them enabled 
him sometimes to suspend them in order to apply more helpful strategies 
in situations where he was having difficulties. This in turn helped him to 
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acknowledge small degrees of credit or success that enabled him to begin 
to build some motivation and confidence. 


BELIEFS ABOUT WORK 


Some patients have had a lifelong tendency to derive their self-esteem 
almost entirely from their work and become depressed in the face of a life 
event in the work arena. Most frequently this follows redundancy, where 
harsh reality may mean the individuals’ chances of re-establishing sta- 
ble employment are severely limited not only by their age, but also by 
depressive illness. Changes in working practices driven by the prevailing 
economic climate can also trigger episodes of depression. Such changes 
can be particularly problematic for people in middle age, for whom the 
requirement to develop new skills in a changing work culture is very anx- 
iety provoking. 


For those whose self-esteem is derived from work, their preoccupation with 
this measure of worth is usually evident from the beginning of therapy. 
Typically at assessment the patient will cite their lack of employment as 
their most pressing problem and see returning to work as the solution to 
their depression. These patients may recount numerous examples of their 
accomplishments during their working life and be completely preoccupied 
with the question of whether they will ever find another job. For some 
patients, such rumination can be so all-consuming that it interferes with 
their ability to engage in the tasks of cognitive therapy. For example, at 
every session Peter would refer to the fact that if he could return to work 
he was sure that his problems would be solved. Interventions from the 
therapist often met with the response ‘This is terrible—will I ever work 
again?’. 


In addressing problems in this arena it is important to give consideration 
to the cultural norms that influence the development of an individual's be- 
lief system. British culture places a strong emphasis on the work ethic and 
many people at some level would subscribe to the rule ‘If you work hard 
you will be rewarded’. The perceived rewards of working may not only 
be financial or material but may also include self-worth and self-respect. 
Furthermore, the protestant work ethic stresses the importance of working 
hard for work’s own sake. For many people, working hard is seen as an 
unquestionable virtue. It is also important to consider subcultural rules 
concerning gender and class. For example, in the traditional working-class 
culture in the north of England, stereotypical gender roles are the norm. Not 
only do they dictate rules regarding expression of emotion (see page 296), 
but also of a man fulfilling the role of breadwinner and provider for their 


314 COGNITIVE THERAPY FOR PERSISTENT DEPRESSION 


family. By these rules, working confers status within the family and within 
the wider social arena, and so is a source of considerable pride. Stigma is 
attached to not working or living on state benefits, and unemployed men 
can experience deep shame at not earning a wage. Particularly difficult 
from a therapeutic point of view is that the spouses of these men often 
share the same belief system, viewing their partner’s role within their rela- 
tionship as one of earning a living to provide for the family. For example, 
Dave, whose business had gone into receivership during a period of eco- 
nomic recession, worked as a part-time security officer. His marriage came 
under severe strain when he decided to scale down his ambitions to estab- 
lish another business and simply look to increasing his hours in his current 
job. His wife viewed this as dereliction of his duty to provide for his family 
and was persistently critical of his decision, undermining his self-esteem 
and setting back some of the progress made in therapy. 


These cultural rules provide social encouragement for people to place great 
value on work. Where the chance to work is then removed by society, it 
could be argued that the cause of depression should not be located in the 
individual. It would indeed be inappropriate to blame such patients for 
the attitudes they endorse. Nevertheless, while respecting those attitudes, 
the therapist can help the patient to gain some benefit from applying them 
a little more flexibly. It is the breaking down of the monolith of work and 
seeing its value in more detail, rather than exhorting other values, that 
seems to be of most help to these patients. 


Patients with problems related to redundancy or inability to adapt to 
changing working practices tend to see themselves as useless and their 
lives as lacking any value or worth. As the patient may not have seen 
themselves in these terms when they were working successfully, these are 
not unconditional beliefs in the sense of having been held as fundamen- 
tal tenets about the self in every circumstance. However, once such people 
become depressed, these beliefs function as unconditional beliefs with sim- 
ilarly pervasive effects on information processing and a similar degree of 
rigidity and inflexibility. A number of related conditional beliefs can often 
be identified, along the lines of: 


e If I work hard, then I will be rewarded. 

e I cannot get over my depression unless I get back to work. 
e If [don’t work, my life is pointless. 

e If I don’t work, I am worthless. 


In terms of the aims of therapy, the therapist may see their role as one 
of helping the patient to engage in and value aspects of their life other 
than work as a means to building some alternative sense of self-esteem or 
acceptance. In contrast, the patient is likely to see the role of therapy, if 
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any, as one of helping them get back to work. It is often tempting for the 
therapist to use strategies to undermine the link between work and self- 
esteem, such as questioning whether the patient sees other unemployed 
people as worthless. However, early use of interventions which directly 
challenge the patient’s beliefs about work are usually of limited impact. 
To minimise the potential conflict between the patient’s view and the view 
the therapist is espousing, some validation of the patient’s view of the 
importance of work is usually an essential first step in therapy. Then, rather 
than presenting competing views or alternatives, it is often better to begin 
to modify the beliefs by breaking down the concept of work in order to 
explore more specifically the value of its subcomponents. 


Many patients have been so focused on the issue of whether they will get 
back to work that they have not fully recognised what they have lost or 
how this contributes to their depression. It is important that the therapist 
is explicit in acknowledging the reality of the patient’s losses in relation to 
work, in order to help the patient to recognise the extent of their losses and 
even to grieve for them. Many of these losses are tangible and external, 
whereas others are more symbolic or internal. Working with the patient to 
validate these can be a useful step in recognising and understanding how 
thoughts and beliefs, as well as external circumstances, can be contribut- 
ing to the depression. For example, both Peter and Dave had led extremely 
successful lives by following the principle of ‘work hard and you will be 
rewarded’. They had earned salaries that afforded a high level of mate- 
rial well-being for themselves and their families, and had commanded a 
great deal of respect and praise for their work. As described in Chapter 3, 
formulating the theme of loss, both external and internal, was vital in en- 
gaging Peter in therapy. The company for whom he had worked for many 
years retired him on grounds of ill health, and as well as losing his job he 
had to cash in his pension early in order to meet his mortgage payments, 
incurring severe financial penalties. His standard of living now and in the 
future was considerably lower than he had anticipated, and his plans for 
his retirement were greatly compromised. Losses that it can be important 
to consider include: 


e External: my job; my health; my social life; structure to my day; my stan- 
dard of living; my retirement plan; my pension entitlement. 

e Internal: my role; my purpose in life; my sense of self-respect; perceived 
respect in eyes of family/friends/work colleagues; my principles. 


For both Peter and Dave, validating their experience by articulating these 
losses formed an important step in formulating a shared understanding 
and an agreed focus for therapy. 


Developing a shared understanding in this way can facilitate subsequent 
efforts to examine the patient’s perceptions about unemployment. These 
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include perceptions regarding loss of self-worth, entailing loss of motiva- 
tion and guilt, and cognitive themes of unfairness and injustice, leading to 
emotions including anger and bitterness. The chronic cognitive triad can 
provide a template for identifying crucial perceptions. In the case of Peter, 
important thoughts in the three areas were as follows: 


e Low self-esteem: Tm useless’; ‘It’s my fault’; ‘I should have seen it 
coming’. 

e Helplessness: ‘T ve been robbed of my future’; ‘After 25 years of hard work, 
it’s not fair’; ‘There’s nothing I can do now’. 

e Hopelessness: ‘Things will never be right again’; ‘Everything is uncertain’; 
‘It’s all pointless’. 


At this stage, standard interventions to modify automatic thoughts can 
prove useful. For Peter, a pie chart was used to examine his self-blame 
regarding how he had handled the incident that led him to take time 
off sick from work. This was followed up by a mini-survey to ascertain 
how others may have dealt with a similar situation. In addition, Peter 
had many thoughts about how not working meant a loss of status and 
respect within the community, which entailed chronic feelings of shame. 
These were tackled by developing scales for rating degrees of respect and 
by experiments to collect more information on the attitudes of others to 
redundancy. Although these techniques tended to result in only transient 
or small degrees of change in the content of Peter’s thinking, the fact of 
his considering different perspectives reflected the introduction of a new 
degree of flexibility into his thinking. 


Early in treatment, returning to work can be framed as a long-term goal. 
It can then be helpful to identify the short-term (2-6 weeks) and medium- 
term (3-12 months) goals that form the intervening steps in achieving this 
long-term goal. Patients can sometimes see a benefit in strategies they have 
hitherto eschewed as pointless, such as engaging in pleasurable activities 
or voluntary work, if they see these initially as ‘working towards work- 
ing’. The degree to which the patient is able to engage with such a plan 
is variable. For example, at assessment Dave was already engaged in ad 
hoc work, for which he received an irregular wage. While this was a far 
cry from running his own business as he had done previously, he drew 
some satisfaction from generating some income even while depressed. As 
treatment progressed, he obtained a part-time position as a security offi- 
cer and readily saw the advantages of a graded approach to a return to 
work. For some patients, the belief that anything other than work is point- 
less interferes with tasks related to finding employment, such as updating 
CVs or scanning job adverts. The consequences of this for the likelihood of 
gaining employment and for self-worth need to be elucidated. Behavioural 
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tests of engaging in these tasks can then be set up, using graded task as- 
signment if necessary. Patients may initially find engaging in these tasks 
humiliating, and the relevant ‘hot’ negative thoughts can usefully be iden- 
tified and questioned. The potential benefits of sticking at these tasks can 
be compared with the effects of rumination about not working. 


Engaging some patients in the idea of a graded return to work can prove 
difficult. For example, one idea raised in treatment with Peter was to find 
some voluntary work as a stepping stone back into paid employment. 
Peter was unable to contemplate this, as he conceived voluntary work to 
be entirely lacking in status as it was unpaid. His all-or-nothing stance 
dictated that if he couldn’t get back to the type of job he had, and on the 
same salary scale, then he was not going to lower his sights. The extremity 
of his attitude that his value depended entirely on his work status also led 
to the exclusion of many other activities. An attempt was made to erode 
the rigidity of this view by asking Peter to identify the components of work 
that contributed to his sense of self-worth. With the therapist, he identified 
a number of factors, including financial remuneration, gaining the respect 
of others, social interaction at and after work, completing tasks that he 
saw as valuable, and benefiting the community. He was then asked to 
rate the importance of these components to the overall worth he derived 
from working. Discussion then focused around how he could increase 
the level of any activities that would confer any of these benefits. As the 
formulation highlighted the fact that Peter liked to be in control, he and his 
therapist worked together to devise small projects that he could plan and 
execute himself. This included initially building a pond in his garden, and 
helping his son-in-law to build a patio. To take account of his depressive 
symptoms, this was balanced with periods of rest and enjoyable activities, 
such as playing with his granddaughter and day trips to places of interest 
with his wife. As would be anticipated, this triggered numerous automatic 
thoughts regarding how unproductive he was being, which were modified 
using standard interventions. 


Re-engagement in previously valued activities usually has to be motivated 
initially through rating the value of those activities in terms of their po- 
tential relevance to working. Once some re-engagement is occurring, then 
gentle exploration of whether these things have any value other than sim- 
ply through their relevance to work can be helpful. Some way into therapy 
many patients can acknowledge, if only at a rational level, that aspects 
of life such as looking after others or enjoying other things in life, such 
as friendships and hobbies, could have some value to them. They may 
then need help in putting those values into practice through identifying 
and scheduling relevant activities and noting the benefits of engagement 
in those activities. For many men whose depression is associated with 
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work-related issues, it is not uncommon for them to have given no thought 
to retirement even though they are in their mid- to late-fifties. A further 
intervention is to try to use the model of a retirement plan as a means to 
helping the patient to rebuild their life on different foundations. Although 
for some patients this can help in normalising the need to adapt their value 
system, for others it could accentuate thoughts of redundancy and point- 
lessness. This intervention therefore needs to be used with care. 


It is helpful for the therapist not to set themselves over-ambitious targets 
in modifying beliefs about the value of work. The beliefs have usually 
been strongly ingrained by close influences of family during childhood, 
and may have been reinforced by the whole culture in which the patient 
has grown up and lived. The previous lifelong external validation of their 
beliefs and values can make these patients particularly hard to work with 
in cognitive therapy. Therefore, introducing a degree of flexibility into the 
application of the beliefs, rather than aiming at wholesale modification of 
the beliefs, seems to be a more feasible and helpful goal for therapy. This 
can permit both a more sympathetic understanding by the patient of their 
own predicament and a degree of engagement in life with the restoration 
of some sense of value and meaning. 


SUMMARY POINTS 


e Beliefs that depression is part of the patient’s character can be weighed 
against experiences that it is a variable state influenced by what the 
patient does and thinks. 

e Beliefs that emotions confirm a patient’s inherent weakness can be 
weighed against experiences of positive and negative emotions not 
resulting in total loss of control or humiliation. 

e Beliefs that a patient’s only value is in meeting the needs of others can be 
weighed against experiences of the patient caring for themselves as well 
as others. 

e Beliefs that a patient is fundamentally unacceptable can be weighed 
against experiences of engaging openly with others and being accepted. 

e Beliefs that a patient has failed to live up to the highest standards can be 
weighed against experiences of the benefit of doing worthwhile things 
at all. 

e Beliefs that a patient’s worth derives entirely from work can be weighed 
against experiences of value that occur outside a formal working envi- 
ronment. 


Chapter 10 


BEYOND THERAPY: PREVENTING 
RELAPSE AND FURTHERING 
PROGRESS 


In this chapter, you will find suggestions on helping patients to: 


e Create a framework for continuing the practice of therapy after 
sessions with the therapist have ended 

e Devise a plan for anticipating and coping with setbacks 

e Devise a plan for continuing to develop confidence and self-esteem 

e Plan changes to their life situation that can lessen vulnerability 

e Cope with therapy ending 


Cognitive therapy does not aim simply to effect in-session changes in the 
patient’s troublesome thoughts and beliefs, but also aims to equip the 
patient with a set of skills that can be used in problematic situations in 
everyday life. Throughout therapy, the use of behavioural and cognitive 
techniques to alleviate depressive symptoms helps the patient to develop 
self-help skills. This is an important aspect of relapse prevention. Later 
in therapy, addressing underlying beliefs that might contribute to the 
patient’s ongoing vulnerability may also contribute to preventing subse- 
quent relapse. Over the course of therapy, interventions are delivered in a 
manner that provides for the patient a template through which current and 
future problems can be addressed. In the sessions leading up to the termi- 
nation of therapy, the focus shifts more explicitly to how the patient might 
maintain and further the gains that have been made during the course 
of therapy. These final sessions assist the patient in developing a plan for 
continuing to tackle their problems independently of the therapist once 
formal therapy sessions have come to an end. 


In this chapter, we present a framework that can help to engage the 
patient in continuing to practise and consolidate, in the months and years 
ahead, what has been learned during therapy. There are two main aspects 
to this work. One essential element is to help the patient to draw up 
plans for tackling future setbacks, downturns or crises. This involves their 
learning to anticipate future stressors, to recognise signs and symptoms 
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that may be warnings of potential relapse and to develop a specific action 
plan for managing these should the situation arise. The second important 
aspect is to develop a plan for continuing to erode psychological vulnerabil- 
ity to persistent depression. This is approached through continued efforts 
to modify underlying beliefs and to build confidence or self-esteem, and 
through making changes in life situations that could promote well-being. 
How much emphasis is placed on these various aspects depends on the 
individual patient. For those patients whose illness is characterised by 
prominent biological symptoms, a focus on early identification and man- 
agement of symptoms may be particularly helpful. For those where long- 
standing low self-esteem is a central issue, then continued work on tackling 
this area of psychological vulnerability would be indicated. 


CREATING A FRAMEWORK FOR CONTINUED 
PRACTICE 


This final phase of treatment aims to prepare the patient to use the skills 
that have been acquired once contact with the therapist has ended. Dis- 
charge from treatment is often very anxiety-provoking for patients and the 
prospect of having to develop skills to cope without the therapist’s guid- 
ance is usually daunting. In tandem with planning particular strategies 
and skills to be used beyond the end of therapy, it is therefore important 
to help the patient to develop supports and practical procedures for their 
continued practise of self-help. This can include scheduling booster ses- 
sions, identifying times for the regular practise of self-help activities and 
developing a personal therapy folder. 


Scheduling of Therapy Sessions to Foster Self-help 


An explicit focus on maintaining progress beyond the end of therapy is 
usually adopted from about five sessions from the ending of regular ses- 
sions. As the end of therapy approaches, the interval between sessions is 
usually extended. By this stage it would be unusual to be meeting with 
the patient on a weekly basis and sessions are more usually at fortnightly 
or three-weekly intervals. Once regular sessions have ended, intermittent 
follow-up or booster sessions can be scheduled over the longer-term as a 
means of supporting the patient in their use of relapse prevention strate- 
gies. Such sessions would typically be at intervals of two or three months. 
This extended contact can provide the patient with a safety net during 
which time they can work with the clinician to detect signs of relapse at 
an early stage and practise implementing action plans at a point where 
they will be of value. Supporting the patient in this way can build the 
necessary skill and confidence in managing and recovering from setbacks. 
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This kind of extended follow-up can be discouraged within some services 
within which therapy is provided. However, to the extent that it may help 
in prevention of relapse, it can be both beneficial and cost effective to the 
individual patient and also cost effective (see Chapter 11). 


It is important in the final phase of therapy, and in any follow-up sessions, 
that the focus is placed on helping patients to develop their skills at helping 
themselves. At times when the patient encounters difficulties or when their 
symptoms worsen, they may look to the therapist to sort things out or 
expect the therapist to instigate any helpful strategies. It is often tempting 
for the therapist to do what seems to be expected. However, the therapist 
will be of most help in the long-term if they can maximise the extent to 
which the patient addresses any difficulties for themselves. This is most 
likely if the increasing role of self-help in therapy is discussed explicitly. 
Practical ways for the patient to engage in practising self-therapy skills 
should be discussed in a collaborative fashion. It can be helpful to review 
the patient’s therapy goals, so that the goals of their efforts at self-help 
can be clarified. The content of sessions at this stage of therapy can then 
routinely be based on reviewing particular targets of the patient’s self-help 
efforts and their progress towards them. 


Use of Self-therapy Sessions 


With many patients, the idea of ‘becoming your own cognitive therapist’ 
is a helpful way to frame the role of self-help in maintaining progress. 
An analogy comparing therapy with learning to drive can be useful in 
engaging the patient in the self-help model. In the case of driving, it is 
not until a person passes their driving test and they are on the road alone 
that the real independent learning begins. Only then do they really begin to 
develop skills and confidence in driving. Similarly, during therapy sessions 
the patient learns new skills in collaboration with the therapist. However, 
only when the patient practises these independently in everyday life does 
change really take root. It can be useful to ask the patient to draw para- 
llels between their early attempts at driving a car and their struggles with 
learning new cognitive therapy skills. 


It is desirable to discuss the practicalities of when and how the patient will 
put their efforts at self-help into practice. The idea of conducting regular 
self-therapy sessions can form the basis for implementing relapse pre- 
vention strategies once therapy itself is completed. Throughout therapy, 
the therapist will have encouraged the patient to set time aside outside 
of the session in order to work on particular self-help tasks. In conducting 
their own self-therapy sessions, the patient takes more responsibility 
for deciding what kind of self-help tasks will be pursued. Introducing 
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the use of self-therapy sessions before the end of therapy provides the 
patient with an opportunity to practise them while still in contact with 
the therapist. Any problems can then be identified and addressed while 
some therapy time still remains. 


The patient is encouraged to identify a specific day and time each week 
that is to be devoted to the self-therapy session. Ideally, this needs to be 
time alone free from interruption. How much time is set aside and how 
frequently needs to be negotiated with the patient. This should take into 
consideration the particular self-help tasks on which the patient is likely to 
work, such as reviewing each day for any particular upsets or successes, 
filling out negative thought records or planning how to put new behaviours 
into practice. Factors such as work or family commitments that may inter- 
fere with this activity also need to be considered, so that the allocation of 
time is as realistic as possible. 


Ideally, the patient would structure the use of the time in self-therapy ses- 
sions in the same way as a standard cognitive therapy session. Although 
this is likely to be too demanding for the majority of patients, they are 
encouraged adopt some of the structure that has been modelled during 
their sessions with the therapist. Any of the therapist’s usual ways of struc- 
turing the time can be suggested, including setting an agenda or planning 
the time, reviewing mood and any ups or downs, reviewing progress on 
particular issues and planning how to tackle particular problems. At the 
end of the self-therapy session, it is best if the patient reviews what has been 
gained from the session and how this can be applied in everyday situa- 
tions. Patients vary greatly in how much they are willing and able to adopt 
a formal structure for their self-help efforts. Some patients have gone as far 
as devising computerised proformas for self-therapy sessions, which incor- 
porate ‘menus’ of self-help activities, monitoring sheets and rating scales 
for mood and beliefs. For the majority, it is necessary to work with a some- 
what less rigorous idea of what self-therapy will involve. For patients who 
regularly use a diary or personal organiser, this can be used as a basis for 
planning self-therapy sessions. To increase the chances of self-help being 
carried out, the therapist needs to pitch any suggestions at the patient’s 
level. Setting unrealistically daunting targets for self-help may decrease 
the likelihood of the patient engaging in any regular self-help activities 
at all. 


Use of a Therapy Folder 


Written materials are used regularly in therapy. Handouts are given out 
when particular new tasks are introduced and a handout covering the 
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idea of ‘Becoming your own cognitive therapist’ has proved useful (see 
Appendix 2). Inaddition, summaries of interventions made during therapy 
sessions are often written down and thought records are often completed 
in the session. This helps to reinforce the content of each session and 
provides the patient with guidelines for practising the intervention out- 
side of the session. The patient’s thought records that have been com- 
pleted as homework and other notes also add to the written account of 
the progress of therapy. As was discussed in Chapter 2, early in therapy 
the patient is encouraged to keep all of these materials in one place using 
a therapy folder. The patient is asked to bring this to each session, so the 
therapist can encourage the use of the folder by referring to and using 
its contents actively throughout treatment. By the end of treatment, the 
patient will have acquired a range of materials in their therapy folder, 
which can be used in their self-therapy sessions. Their folder consti- 
tutes a package of resources tailored to the patient’s own problems and 
goals that can continue to be used for self-help once formal sessions have 
ended. 


Reviewing Therapy Goals 


The therapy goals that were negotiated near the outset of therapy are 
important guides throughout therapy. The direction they provide can also 
extend beyond the termination of therapy sessions. As the end of therapy 
approaches, reviewing the patient’s goals and clarifying how self-therapy 
may promote further progress towards them can facilitate their engage- 
ment in the practice of self-help. As outlined in Chapter 4, treatment targets 
can be broken down into short-term, medium-term and long-term goals, 
where long-term goals may cover the next 12-24 months. In this way, it is 
made explicit from early on that therapy may not address all of the patient’s 
problems while they are in contact with the therapist. The problems that 
still need to be addressed once contact with the therapist has finished then 
need to be clarified. For example, low self-esteem often plays a central role 
in the persistence of low mood, and improving self-esteem is often a goal 
in therapy. It is unrealistic to anticipate that low self-esteem is going to be 
fully resolved within an intervention of 18-20 sessions, particularly where 
it has been a lifelong problem. Thus, it is more helpful to view improving 
self-esteem as a life goal involving a long road on which therapy may be 
seen as the first step. 


As therapy nears its end, the original goals that were agreed can serve as a 
basis for devising with the patient a plan for how they will continue to put 
what has been learned into practice. It can be helpful to spend some time 
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Wellness 


Time 


Figure 10.1 Expected course of well-being after the end of therapy 


in a session explicitly reviewing the therapy goals (hence it helps if these 
were written clearly ona sheet of paper). Such a review can usefully occur 
around four sessions from the end of a 16-20 session course of therapy. 
This enables an assessment of the progress that has been made towards 
these goals during the course of therapy and what needs to be done to 
maintain and further any progress. Reviewing any short- or medium-term 
goals that have been achieved can provide motivation for the patient to 
continue working on longer-term goals. 


It can be helpful to discuss the likelihood that progress on issues related 
to therapy tends to be characterised by taking some steps forward, but 
often with setbacks and backward steps. A diagram of a wiggly line with a 
general upward trend can illustrate the course that the patient’s well-being 
might be expected to follow after the end of therapy (see Figure 10.1). This 
can help to convey that the aim of the patient’s continued efforts after 
the end of therapy needs to be two-fold. One aim is to limit the damage 
during setbacks or downturns by making them less deep or pulling out of 
them sooner. The other is to improve the overall level of well-being. The 
emphasis of the final three or four sessions of therapy is often on helping 
the patient to devise an action plan for coping with setbacks and on helping 
them to plan how they might continue to decrease areas of vulnerability 
and build up resilience or confidence. The balance between these two aims 
is often dictated by the relative lability or flatness of the patient’s mood 
over the course of therapy. 
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COPING WITH SETBACKS 
Detecting Early Warning Signs of Relapse 


At times of potential relapse, cognitive and emotional avoidance may lead 
patients to ignore or actively suppress signs that their depression is wors- 
ening. The factors contributing to the worsening symptoms may then go 
on unchecked and the depression continue to worsen until a relapse into 
a full depressive episode is inevitable. Helping patients with persistent 
depression to monitor their emotional state and catch any signs of wors- 
ening at an early stage can be an important part of relapse prevention. 
Ideas such as ‘forewarned is forearmed’ or ‘nipping things in the bud’ 
can be helpful in ‘selling’ the concept of intervening early to prevent dips 
becoming disasters. 


It can be helpful to identify what kinds of stressful situations will be par- 
ticularly likely to cause problems for the patient. The patient’s experience 
over the course of therapy can be reviewed to identify the kinds of sit- 
uations that they find particularly difficult. Events that are known to be 
forthcoming in the months ahead can then be used in anticipating when 
difficulties are most likely to occur and when particular coping strategies 
will be most needed. For example, patients who have been particularly sus- 
ceptible to downturns in mood following setbacks at work or stresses in 
their marital relationship can scan through the months ahead to anticipate 
any likely danger times. 


Patients can also be helped to monitor their symptomatic state to alert 
them to early signs of relapse. For some patients, monitoring overall mood 
is the best indicator. In such cases, regular use of percentage ratings or rat- 
ings on a 0-10 mood scale can be incorporated into the self-help plan. For 
other patients, a pattern of certain key symptoms, sometimes referred to as 
an ‘individual relapse signature’, regularly precedes any major worsening. 
Either mood ratings or key symptoms can be used in discussing guidelines 
as to when specific action plans need to be instigated to fend off impending 
relapse. With Elizabeth, three symptoms were identified as important indi- 
cators of potential relapse (see Table 10.1). These were used in developing 
an action plan for managing early warning signs of relapse. 


Action Plans for Tackling Setbacks 


Having identified the symptoms or situations that warn of the danger of 
relapse, the action plan can include strategies for managing symptoms 
and for problem-solving. For many patients, the action plan comprises a 
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Table 10.1 Elizabeth’s action plan for managing early warning signs of 
relapse 


Action plan 
Which symptoms indicate that I may be slipping into depression? 
The following symptoms, if they have persisted for more than 2 weeks: 


e Feeling fuzzy in my head, tired and difficulty concentrating. 
e Putting things off. 
e Getting wound up. 


What strategies can I use to manage these symptoms? 


1. Make allowances: Make an allowance for symptoms (e.g. tiredness, fuzzy 
head, etc.) and set realistic goals each day. 

2. Activity schedule: Use the activity schedule to plan my time in advance. 
Build in breaks for meals and rest periods. 

3. Enjoyable activities: Use the schedule to keep a balance between things I 
have to do and enjoyable activities. Use the list from the therapy folder to 
generate ideas. Enjoyable activities with someone else are the most 
helpful to me. 

4. Catch putting things off: Watch out for thoughts that lead me to put things 
off. Ask myself: 


— what are the reasons for putting off this activity? 

— am I predicting that I will fail? 

— am] looking for an IDEAL way to complete the task? 
— are my HIGH STANDARDS getting in the way? 


5. Solutions to putting things off: Break the task down into steps and spread 
the steps over the week. Answer negative thoughts and test them out by 
doing the activity I’m putting off. 

6. Practice: Practise doing things to different standards (e.g. half complete a 
task), but can leave this until I feel better. 


summary of general behavioural and cognitive techniques that the patient 
has previously used in therapy for combating low mood. For example, 
Elizabeth’s action plan focused mainly on scheduling pleasant activities 
to combat low mood and breaking tasks down to combat procrastination 
(see Table 10.1). By contrast, with patients for whom previous escalations 
of symptoms have been triggered by life events or crises, a focus on spe- 
cific plans for anticipating and handling such crises is more useful. For 
Jean, discussions in therapy had clarified the danger that particular ad- 
verse events could reinforce her perceptions of helplessness, which would 
then preclude her taking action to resolve any crisis. Her high levels of 
helplessness had previously resulted in her catastrophising situations and 
acting impulsively in ways that worsened the situation. On a number of 
occasions during therapy, managing a crisis by using problem-solving and 
appropriate support seeking had proved a productive line of action. It was 
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Table 10.2 Jean’s action plan for managing crisis situations 


Action plan 


What future crises may arise that I need a plan for dealing with? 
1. Tracie truanting from school. 
2. Rob coming home drunk and becoming aggressive. 


What is my usual first reaction to a crisis? 

1. I ignore warning letters until the truancy officer comes round, then I get 
very angry and shout abuse. This worsens the situation and I get into 
trouble. 

2. I get angry at Rob, lock him out of the house and shout at him from the 
bedroom window. When he eventually shows his face again, I take the 
huff for several days and don’t speak. 


What are the potential pitfalls? 

e Avoiding things or pretending there isn’t a problem means that I don’t 
sort things out and prolongs the problem. 

e Getting angry often makes the situation worse. 

e Withdrawing into myself means that I start blaming myself for what has 
happened and so my mood spirals down. 


What have I learned in treatment about dealing with these crises? 

1. Tracie: My own bad experiences of school colour my judgement and 
make me turn a blind eye. I can make things different for Tracie by trying 
to get her to school. Although I find it very anxiety provoking, I need to 
take action and not ignore the problem. It is best to speak to Tracie about 
her truanting and visit school with her. 

2. Rob: So far my plan for dealing with this has worked well. When Rob 
goes on a bender with his mates, give him the keys to his flat and take 
my keys off him. Then me and the kids don’t see him when he’s had a 
drink. We are now arguing much less and things are generally better 
between us. 


What action can I take to manage these and other situations? 

1. Follow the plan: Check that I have followed each part of my plan and that 
there is not an issue I am avoiding tackling. 

2. Ask for help: Practise asking for help and support from friends to tackle 
the crisis. If necessary, involve outside agencies (i.e. the police, social 
worker). 

3. Keep myself going: Watch out for giving up and my mood spiralling. Do 
small simple tasks at home (tidy sitting room, clean bathroom), then give 
myself a treat. 

4. Question negative thoughts: Ask if I’m blaming myself for something over 
which I have little or no control. Use examples and handouts in therapy 
folder to help me. 


When the crisis has passed what can I do? 

1. Review what I have managed successfully and give myself credit. 

2. Note what didn’t go so well and think what to do differently in future 
situations. 
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therefore essential that Jean’s action plan contained strategies for dealing 
with the life crises that would inevitably arise. Table 10.2 outlines two of the 
potential crises that were identified and the action plan that Jean devised 
with the therapist’s help. 


DEVELOPING CONFIDENCE 


During sessions with the therapist, time will certainly have been spent 
in formulating how low self-esteem and poor self-confidence are main- 
tained. Some progress will usually have been made in identifying the 
beliefs, both conditional and unconditional, and avoidance or compen- 
satory strategies that contribute to low self-esteem or vulnerability. By 
the end of therapy, the patient is likely to have had some experience of 
interventions aimed at modifying unhelpful beliefs with varying degrees 
of success. In the termination phase of therapy, it is important to build on 
any progress that has been made and build activities specifically aimed at 
further undermining chronic low self-esteem into the plan for continued 
self-help. These activities fall broadly into two camps: trying out particular 
behaviours with a view to putting conditional beliefs to the test and con- 
sistently collecting evidence that can undermine prejudicial unconditional 
beliefs. 


Planning New Behaviours to Undermine 
Underlying Beliefs 


In persistent depression, low self-esteem is often associated with high levels 
of avoidance related to important underlying beliefs. The patient’s uncon- 
ditional beliefs (e.g. ‘Iam useless’) influence the conditional beliefs (e.g. ‘If 
I try anything new, I shall fail’) that guide the patient’s behaviour. During 
therapy, changes in behaviour are used to help the patient to test out the va- 
lidity of their conditional beliefs. In the final stages of therapy, the therapist 
can help the patient to plan how to continue such behavioural experiments 
and changes on a more or less formal basis once the therapy sessions have 
ended. For example, Elizabeth engaged in marked behavioural avoidance 
at work whenever she was asked to express her opinion, use her initiative 
or take on new tasks. When faced with these situations, Elizabeth would 
become highly anxious and report thoughts such as TIl make a mess of 
it’, TIl lose the company business’ or ‘My ideas are stupid’. During the 
final stages of treatment (when sessions were spaced at three-weekly in- 
tervals), the following discussion took place while developing the relapse 
prevention plan. 
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: During our sessions we’ ve identified some recurring themes about your 


view of yourself as a failure and the rule related to that about doing 
things properly. And as we talked about last week, given how long 
you've been operating on the principle of doing things properly, it’ll 
take some time and practice to make changes. 


: (nods) Mmmm. 
: We talked a bit about ways to undermine this view of yourself as a 


failure, and one of the areas we identified was avoidance, particularly 
at work in the area of taking on new tasks. 


: Funny you should mention that. My boss has just asked me if I’d like 


to take on a new role. 


: (smiling) Really. What will it involve? 
: He wants me to take on responsibility for organising conferences. It 


would mean visiting venues and managing the budget. 


: Have you decided whether to take it on yet? 
: I said I would like time to think about it. We agreed to discuss it again 


tomorrow. 


: It sounds like something has changed for you. In the past wouldn't you 


have turned him down immediately? 


: Yes, I would. But I feel very anxious about what to say tomorrow. I can’t 


make up my mind. Part of me thinks I might enjoy the chance to use 
my initiative at work. My boss also said he thought I would be good in 
this role ...and perhaps I would. I think I will probably give it a try. 


: (smiling) Sounds like you have come further than you give yourself 


credit for. That is a big change in how you see yourself at work. 


: (slightly embarrassed) I guess so. 
: What’s made you think you would give it a try? 
: I’ve been thinking I’m 55 years old and I’ve never dared to take any risks 


for fear of failing ...so I’ve missed out on a lot. Now I’ve been taking 
some risks and some good things have come from that ... But then, this 
might all go wrong. I might not be able to do it. Oh, I don’t know what 
to do! (looks sad). 


: It does sound like it’s raised some hope and some worries. But you 


haven't let the worries put you off completely, so overall what have 
been the effects of not just ruling yourself out of taking on this new role? 


: Well, I’m really scared. But actually I’m a bit pleased with myself. And 


like I said, it would make my job more interesting. 


: It’s good to hear that. So it looks like considering this new job has meant 


that you’ve been anxious, but also pleased with yourself and there’s a 
chance of it making your work more interesting. I suppose I’m won- 
dering if there might be other ways of adding to these benefits in the 
future. 
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E: I’m not sure. 

T: Coming back to this idea of a self-therapy plan, could you make trying 
new things like this one of your goals to keep working on once the 
sessions have finished? 

E: I’m not sure. I don’t think I’d be up to it if I kept having to do new 
things. 

T: Yes, it could be stressful if you had to keep doing new things just for 
the sake of it. I suppose the idea is more to keep an eye on this habit of 
ruling yourself out of things and when you catch it, to consider what 
the benefits might be of giving it a try. Can you think of any other things 
that would apply to? 

E: Well, I’m still thinking about whether to go to these painting classes. 

T: That’s a really good example. So in your self-therapy time, you might 
look out for things like that that you haven’t done, whether they are 
work activities or activities for yourself outside of work. Then, if they 
are things you are anxious about, you could look at the pros and cons 
of doing them or answer your negative thoughts about them. When 
you have done anything that fits the bill, whether it’s big or small, you 
could see if this view of yourself as a failure is stronger or weaker as 
a result. 

E: I’m not quite clear what it is I have to do. 

T: Well, shall we write it down so you can keep it as part of the self-help 
plan? 


Following from this, Elizabeth decided to discuss with her boss the idea 
of her trying out the role for a while to see how it worked out both for 
her and the company. A trial period of six months was agreed at the end 
of which Elizabeth was to review her position regarding this new role. 
This decision was used as an example of how she could take a particular 
course of action, ‘trying new things’, in order to put her negative beliefs to 
the test. 


Worksheets for Modifying Conditional Beliefs 


It can take months of consistent and active practice to modify one condi- 
tional belief. Given that many chronically depressed patients are grappling 
with two or three such beliefs simultaneously, a brief course of treatment 
can only begin the process of modification. Flashcards or worksheets for 
modifying underlying beliefs can help patients to continue this process 
after the end of treatment, and are an important aspect of relapse preven- 
tion. Such a worksheet can bring together important points covered during 
treatment in one written summary. It can also contain prompts to aid the 
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patient in carrying out an action plan for further modifying the conditional 
belief on a medium- to long-term basis. 


The form of worksheet illustrated here is based on that suggested by 
Fennell (personal communication, 1992). Much of the information con- 
tained in the worksheet will already have been discussed during therapy 
sessions. Some patients who have engaged particularly well in the pro- 
cess of modifying their beliefs are able to summarise these discussions 
on the worksheet for homework. For example, Elizabeth was able to use 
the prompts on the worksheet to summarise accurately and comprehen- 
sively the gains she had made in understanding how an important belief 
contributed to her problems (see Table 10.3). Her plan for continuing to 
modify the belief was then worked on during the next session. With other 
patients, it is necessary to complete the whole sheet during therapy, which 
can take one to two sessions. Given the time constraints within therapy, 
it may not be realistic to attempt to construct a worksheet for every rel- 
evant conditional belief in session. Instead, one example can be worked 
out in session and the patient can be encouraged to use this as a tem- 
plate for developing others. As with other work on the patient’s beliefs, 
it is important to ensure that the wording used to express the underly- 
ing beliefs and adaptive alternatives is generated by or meaningful to the 
patient. 


Positive Diaries for Modifying Unconditional Beliefs 


Positive diaries or data logs for helping patients to identify and accumu- 
late evidence in support of their new belief are described in Chapter 8. 
Their sustained use is an essential part of eroding the beliefs that con- 
tribute to vulnerability to persistent depression. The use of these diaries 
can be presented from the outset as a long-term venture that is of most 
help when used over a period of months or years. Consistent use of 
data logs during therapy sessions, and as homework between sessions, 
can equip the patient to be able to use them successfully beyond the 
end of formal therapy. As was described in Chapter 8, the beauty of 
a well-designed belief log is that it can prompt the patient to become 
aware of a range of different categories of information. These can in- 
clude new kinds of behaviour initiated by the patient (e.g. I disagreed 
with someone), as well as particular outcomes or situations (e.g. Some- 
one complimented me). It is important that the instances of each type 
are related back to the overall new belief through rating the new be- 
lief each time a new bit of information is processed. The belief log, with 
prompts tailored specifically to the key adaptive belief to be developed, can 
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Table 10.3 Elizabeth’s worksheet for modifying conditional beliefs 


Modifying Beliefs 


I hold the belief that... 
I must avoid making mistakes otherwise others will criticise me. 


It is understandable that I hold this belief because... 

e My mother set excessively high standards for me (e.g. told me off for 
every mistake, often stood over me). 

e The emphasis at school was on being perfect (e.g. awards for ‘tip top 
girls’, often humiliated in front of the class). 

e Asa child, I used to pray that I wouldn’t make mistakes (e.g. reading in 
assembly). 


The advantages of holding this belief are... 

e My high standards mean that I’m very organised and efficient in my 
job. 

e Doing things to a high standard means that I get a lot of praise from 
others (e.g. cake decorating and embroidery). 

e I avoid the potential for criticism and humiliation at the hands of others. 


However, this belief is unreasonable because... 

e These standards are impossible to meet—it is unrealistic to expect myself 
to do this. 

e These standards are absolute and black and white. I have no shades of 

rey. 

° aua not expect any one else to live by these standards. 

The belief is also unhelpful because... 

e I avoid activities where I would have to run the risk of making mistakes. 
As a result I’ve missed out on important things in my life. 

e The effort I put into avoiding mistakes is time consuming and exhausting 
(e.g. repeatedly checking my typing at work). 

¢ I constantly worry about mistakes I might make and live with a sense of 
constant disappointment about mistakes I have made. 


A more helpful belief is... 

Mistakes are part of living and I can learn from them. If I make a mistake 
then I will show tolerance towards myself and deal with criticism if and 
when it arises. 


As I have held this belief for a long time, it is going to take time and practice to 

change. My plan is... 

1. Use self-therapy sessions (Tuesday afternoon 2-3 p.m.) to keep working 
on modifying this belief. 

2. Catch times I avoid things or criticise myself in every day life where the 
rule is activated. 

3. Deliberately give a piece of work to my boss containing a mistake and 
test out his reaction (i.e. does he criticise me?). 

4. Not to be so excessive in adhering to the ‘rules’ of cake decorating and 
observe the impact on myself (thoughts /feelings/behaviour) and on the 
recipients of the cake (how pleased they are). 
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Table 10.3 (Continued) 


5. To try out a new role in my job and examine the first six months in terms 
of what went well, what didn’t go so well and the effects on how I view 
myself. 

6. To plan what tactics I’m going to use to deal with mother’s criticism (e.g. 
enrol in assertiveness course at college on a Thursday evening). 

7. To give myself a reward every time I carry out an activity related to 
modifying this rule. 

8. To read A Woman in Your Own Right by Anne Dickson (1982) and 
Overcoming Low Self-Esteem by Melanie Fennell (1999). 


usually be carried forward into the self-therapy phase with little additional 
modification. 


Discussion of the continued use of belief diaries in the final sessions of 
therapy usually centres around practical issues of how often the diary 
needs to be completed and what medium to use. The therapist can stress 
that brief but frequent (i.e. 5 or 10 minutes a day) use of the log is more 
likely to capture relevant information than more extended but less frequent 
efforts (e.g. 30 minutes each week or month). Different schedules for using 
the log can be tested out as the idea of a self-therapy plan is developed 
over the final sessions of therapy. Several computer literate patients have 
devised for themselves a diary sheet on their computer that incorporates 
relevant prompts and ratings. Other patients have made good use of hand- 
or typewritten ‘proformas’ developed during therapy sessions, which can 
be photocopied as needed. Others write relevant prompts onto a ‘divider’ 
in their personal organiser, which can be moved from week to week in the 
diary section. With less well-organised patients, any use of odd scraps of 
paper (even, in one case, the lids of cigarette packets) needs to be enthusi- 
astically reinforced by the therapist. 


By this stage of therapy, some patients recognise the benefits brought 
by taking on the challenge of modifying beliefs. However, for many 
patients, life-long avoidant coping strategies block their initiating their 
own efforts at belief modification. Some of these patients can use the 
structure provided by the therapist to begin to initiate efforts at self- 
help. The therapist’s efforts at comprehensively going through sheets 
such as that in Table 10.3 prime such patients to continue the work. 
Other patients respond to the therapist’s efforts with passivity, so that 
greater efforts on the therapist’s part in session are not followed by 
self-help by the patients. The therapist needs to be particularly alert to 
this when using highly structured materials at this stage of therapy. In 
such cases, the goals and the self-help tasks aimed at achieving them 
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then need to be simplified until some collaboration with the patient is 
achieved. 


MAKING CHANGES IN LIFE SITUATIONS 


The cognitive model of persistent depression describes how negative be- 
liefs in the patient’s mind exist in relation to negative situations in the 
patient’s life. In many cases, it is hard to discern ‘which is chicken and 
which is egg’ between the patient’s negative way of viewing themselves 
and their world, and the unfulfilling social and occupational circumstances 
in which they find themselves. As has been emphasised, it is not generally 
possible to change patterns of thinking in persistent depression without 
paying attention to the behaviours and environmental contingencies that 
may sustain them. In the final stages of therapy, it can be helpful to assist 
the patient to review their life situation and identify any factors that may 
increase the future risk of the persistence of depression. At the beginning 
of therapy, the patient is likely to have seen any external negative situ- 
ations as impossible to change, so may have ruled out the possibility of 
making any helpful changes in their life situation. As the end of therapy 
approaches, if any improvements in self-esteem, helplessness and hope- 
lessness have occurred, the patient may begin to glimpse the feasibility of 
making changes in such situations. 


Addressing Occupational Problems 


Work-related problems are frequently an important factor in persistent de- 
pression. Plans for addressing occupational difficulties may usefully be 
drawn up in the final phase of therapy. Difficulties can be divided into 
those of overwork (in both paid and unpaid capacities) versus those of un- 
employment or underemployment. Overwork usually results from beliefs 
about failure or responsibility and can lead to fatigue, stress and a lack of 
personal pleasure or satisfaction. Once some doubt or flexibility has been 
introduced into the underlying beliefs, the patient may benefit from guid- 
ance and supportin adopting and maintaining new working practices. This 
might involve using time during the last few therapy sessions to devise a 
specific new plan (e.g. having at least every other weekend off) and to dis- 
cuss how the patient will actually follow it. Planning regular contact with 
others who have previously encouraged the patient to work less can also be 
of benefit. Where unemployment is the problem, therapy time can be spent 
in devising specific plans for getting back into work. This might involve 
scanning newspapers for relevant job adverts, writing a CV, making appli- 
cations and practising interview techniques. Alternatively, the emphasis 
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of therapy may be on reviewing resources that patients could access to 
help with formal employment or their less formal use of time once therapy 
has finished. This might involve helping them to plan to contact careers 
advice organisations, skills training agencies or voluntary work organisa- 
tions. One patient decided, as the end of therapy approached, that his job 
in the police force would always reinforce his tendency to compare himself 
with others in a hierarchical fashion. He decided to set up his own small 
shop and needed little help from the therapist in contacting the various 
agencies that could provide information and support to him in setting up 
his own business. 


Addressing Social Problems 


Social isolation is also frequently a factor in the maintenance of persistent 
depression. Once patients have made some progress in undermining the 
negative beliefs that have resulted in their social withdrawal, attention to 
strategies for eliciting and sustaining a more supportive network can be 
beneficial. Plans for social engagement and yardsticks to help patients to 
assess how they are putting their plans into practice can be incorporated 
into each patient's self-therapy plan. One patient who had previously con- 
sidered himself a ‘loner’ unsuited to social contact came to realise that 
regular informal socialising did in fact improve his mood. His self-help 
plan included a goal of going out socially on a weekly basis, with a range 
of options to choose from on his social ‘menu’. He was to use his regular 
self-help time to monitor this and, if he realised that he had not been out 
for three weeks, to take immediate remedial action. 


As well as addressing changes in current occupational or social situations, 
there is sometimes scope for the patient to change longstanding family 
situations that may have contributed to the depression. In therapy with 
Joe, pressure imposed by implicit and explicit criticisms from his parents 
as he grew up was identified as an important factor in the initial develop- 
ment of his view of himself as a failure. He had tried dutifully throughout 
his life to live up to the expectations imposed by his parents’ standards. 
This currently involved his making frequent and regular contact with his 
now ageing parents to ensure their physical and mental well-being. Their 
continued lack of any expression of pleasure and tendency to criticise his 
efforts had been noted consistently in therapy as a factor contributing to 
Joe’s low mood. As therapy neared its end, Joe came to realise that, sadly, 
his efforts made little difference to his parents’ attitude towards him and 
served only to make him feel worse. In the closing sessions of therapy, 
he discussed new rules for setting limits on the extent of contact with 
his parents. This involved decreasing the frequency with which he put 
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himself ‘in the firing line’ in terms of face-to-face and phone contact. He 
experienced considerable sadness and regret about making this decision, 
which he planned to cope with by gradually building up more of a sense 
of solidarity with his brother over handling any difficulties posed by their 
parents. 


DEVISING AN OVERALL BLUEPRINT FOR CHANGE 


These areas of identifying warning signs, devising an action plan for set- 
backs, planning to continue to build self-esteem and planning life changes 
can be covered in as much detail as needed in the final sessions of therapy. 
For many patients, particularly those who have derived significant benefit 
from therapy in a number of areas, putting all these plans together into an 
overall masterplan or ‘blueprint for change’ can be of benefit. A blueprint 
for change serves the useful purpose of summarising what gains have 
been made in treatment and acting as a guide to future areas of work. This 
blueprint can summarise the formulation, indicate areas that the patient 
might consistently benefit from working on, as well as predicting potential 
pitfalls and outlining the plan for dealing with them. Putting together such 
an overall blueprint involves a significant amount of time and effort and 
is often best completed bit by bit as homework by the patient between the 
final few sessions. The blueprint illustrated in Table 10.4 was developed 
with Dave and incorporates much therapeutic work aimed at undermining 
his low self-esteem. 


ENDING THERAPY 


In many research and service settings, a fixed number of therapy sessions 
will have been agreed at the beginning of therapy. Where this is not the case, 
a decision needs to be made as to when therapy ends. In some cases where 
the patient has improved considerably and has developed some confidence 
in their own use of therapy skills, the decision to end contact presents little 
difficulty. More usually in persistent depression, further improvement is 
still to be desired, which makes the decision to end therapy more complex. 
Anumber of factors usually have to be considered. How much the patient is 
continuing to improve in therapy must be balanced against how well they 
may be expected to cope with any remaining problems by themselves. 
The patient’s desire to continue therapy and their commitment to using 
therapy to acquire self-help skills may also be factored into the decision. 
Where the patient is continuing to experience significant difficulties, the 
availability of other forms of support is an important consideration. Finally, 
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Table 10.4 Dave's overall blueprint for change 


Blueprint for change 


What have I learned in my cognitive therapy sessions? 

Ihave learned that I have always measured my worth in terms of how much 
I earn, the type of work I do, how big my house is, what type of car I drive, 
etc. I’ve always pushed myself relentlessly to do better. I realise now this is 
not a very solid foundation on which to base my life and I have paid a heavy 
price in terms of my health. Cognitive therapy helped me to get out of my 
depression and to realise that deep down I have always seen myself as not 
good enough. I’ve spent a lot of time, energy and effort trying to prove to 
myself and other people that I can cut the mustard. I now realise that I don’t 
have to prove anything and I can live my life more as I want. 


How do I plan to build on what I have learned in everyday life? 

1. Fortnightly self-therapy sessions (Tuesday 9.30-10.30 when children are 
at school and wife is at work). 

2. Work part-time (22 hours per week) and spend more time with my 
young sons. 

3. Choose the work I want to do rather than feel compelled to chase big 
money. 

4. Develop hobbies (woodwork; swimming; football team) and be average 
at them! 

5. Practise putting my wants/needs on the agenda at home—things have 
got to change! 


What obstacles may there be to building on my gains? 

1. Feelings of guilt that I am letting myself and my family down by not 
providing for them. 

2. My wife placing demands on me to work harder in order to make 
material gains. 

3. Finding it hard to get any sense of enjoyment from something that is not 
achievement orientated. 

4. Falling back into old ways and pushing myself relentlessly. 


How am I going to overcome these? 

1. To be on my guard for the signs I am pushing myself (i.e. continuous 
activity, no meal breaks, becoming withdrawn). 

2. To use my CT skills and my therapy folder to modify negative thoughts 
and get the situation in perspective. 

3. To recall the day when my business collapsed and I contemplated suicide. 
This was a bad time and I’m so glad I never did it. I have survived and I 
now know there are much more important things in life than work. 

4. To remind myself of the things that really matter, i.e. my sons, my health, 
watering my tomatoes and being content. 


What might lead to a setback for me? (future stressors) 

1. Pressure to provide the best lifestyle for my wife and sons at times when 
money is tight (e.g. wife complaining that she doesn’t have stuff for 
herself that all her friends have or if I can’t buy my sons the latest toy at 
Christmas). I will be tempted to take on extra work or borrow money 
and then push myself to pay off the loan. 

(Continued) 
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Table 10.4 (Continued) 


2. Any situation where someone compares my achievements with someone 
else’s (e.g. mixing with my wife’s family, especially my father-in-law). 

3. Comparing myself to other men who earn more (e.g. old business 
associates contacting me to ask me to go into business with them and 
challenging me when I say no). 


If I did have a setback what would I do about it? 

1. Accept that I will have setbacks and not be too hard on myself. 

2. Try to view it as a temporary setback and not a failure. Watch out for 
black and white thinking. 

3. Try to identify what led me to fall into the trap and use this as an 
opportunity to learn so that next time I am more prepared. 

4. Make sure I carry on doing things for my own pleasure. 

5. Use my skills at questioning thoughts whenever I need them, especially 
‘How much do I really need their approval?’ (use therapy folder for 
ideas). 


competing demands on the therapist’s time will also have to be weighed 
against the needs of the individual patient. 


Whether the timing of the end of therapy was decided at the outset 
or towards the end of therapy, ending can be difficult for both patient 
and therapist. Consistent with the passivity of many patients in their 
initial presentation, it is surprisingly uncommon for patients with per- 
sistent depression to complain actively of distress at ending therapy. The 
therapist may gently have to elicit any worries or distress about termi- 
nation. Many issues about the patient’s continuing problems and how 
to address them using self-help strategies can be dealt with using the 
framework presented in this chapter. It is also important to assess the 
patient’s thoughts and feelings about finishing therapy itself. For many 
patients, the therapist will have become an important figure in their life, 
and some degree of distress at ending contact is often quite appropriate. 
The therapist can guide the patient in anticipating and acknowledging the 
loss and the feelings that result. Helping the patient to accept and work 
through some of this upset can help to provide a model for dealing with 
any upset that occurs after therapy has finished. Where beliefs about the 
shamefulness of emotions have been an important aspect of therapy, upset 
about termination can provide a useful opportunity for the patient to put 
new beliefs into practice. If the patient’s degree of distress about end- 
ing seems excessive, the therapist can prompt the patient to identify and 
question any automatic thoughts about ending using standard cognitive 
techniques. 
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Ending therapy may also be difficult for the therapist when working with 
patients with persistent depression. The personal investment required 
from the therapist in working with these patients is often greater than with 
patients with more acute difficulties. Combined with uncertainty about the 
prognosis of many patients, this can make it tempting to keep the patient 
in treatment or follow-up. Some therapists may feel a weight of responsi- 
bility if patients are still symptomatic when the therapy contract is nearing 
the end, and so choose to extend the contract. Particularly where the thera- 
pist has beliefs about doing things properly, there may be an urge to keep 
the patients in treatment longer ‘to try just a little harder to change their 
beliefs’. Supervision (see Chapter 11) is particularly important in helping 
therapists to juggle the issues that termination can raise. Good supervision 
can help therapists to maintain a perspective on how best to facilitate the 
patient’s overall well-being and how to balance this against the needs of 
other patients. In facing this decision with patients with persistent depres- 
sion, it can help to remember that both clinical experience and research 
data (reviewed in the final chapter) suggest that it is hard to predict how 
patients will fare after the end of therapy. Some patients in whose cop- 
ing skills the therapist had considerable confidence have fared worse than 
expected, whereas many for whom the therapist ended treatment with 
trepidation have been found to do well. Just as therapy often focuses on 
helping patients to increase their tolerance for doubt, so tolerating doubt is 
essential for therapists when ending therapy with patients with persistent 
depressive symptoms. 


SUMMARY POINTS 


e In the final sessions of therapy, the emphasis is on helping the patient to 
continue to put into practice for themselves the strategies that have been 
learned. 

e Tapering the frequency of therapy sessions can give patients the oppor- 
tunity to practice self-help strategies while still receiving guidance from 
the therapist. 

e Planning the details of ‘what, where, when and how’ the patient will 
put self-help into practice can increase the likelihood of the patient 
doing so. 

e Identifying likely stressors and typical symptoms can help patients to 
anticipate possible setbacks and take preventive action. 

e An action plan for tackling setbacks should include the main cognitive, 
behavioural and social strategies that the patient has found helpful in 
addressing low mood during therapy. 
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e Developing confidence and self-esteem depends on the patient develop- 
ing a routine for consistently practising new cognitive and behavioural 
strategies. 

e Patients can use the gains made in therapy to address work, social and 
family related problems that could feed future depression. 

e The therapist can help to guide patients through any emotional 
difficulties in ending therapy. 

e Good supervision can help therapists to reach balanced decisions about 
when to end therapy with an appropriate degree of confidence. 


Chapter 11 


DELIVERING TREATMENT 


In this chapter, you will find discussion of: 


e Practicalities of therapy, such as number, duration and spacing of 
sessions 

¢ The management of non-attendance 

e Working with the partners of patients 

e The importance of liaison with other professionals involved in the 
patient’s care 

e Therapist’s training, experience and supervision 

e Patient suitability and outcome 


The preceding chapters have focused on the formulation and strategies 
employed by the therapist in sessions of individual therapy with patients 
with persistent depression. In this chapter, we consider some more general 
issues concerning the provision of therapy with these patients. Due to the 
difficulties presented by chronically depressed patients, issues about how 
the therapy is best delivered are frequently encountered. First, we con- 
sider some of the practicalities of implementing therapy with individual 
patients. We discuss issues relating to the management of the therapy con- 
tract, such as the timing and duration of appointments and dealing with 
non-compliance. We then discuss the importance of integrating therapy 
into the patient’s overall treatment package, including liaising with other 
professionals and with the patient’s partner or family. Finally, we consider 
some issues related to the service context in which therapy is delivered. 
The importance of support for the therapist in their delivery of therapy, 
including management of caseloads and provision of training and super- 
vision, is stressed. We also consider suitability of patients for cognitive 
therapy and the assessment of outcomes. 
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PRACTICALITIES OF PROVIDING THERAPY 
Duration of Sessions 


In cognitive therapy, as in most psychotherapies, it is generally recom- 
mended to set a duration for the sessions and stick to it firmly. In cogni- 
tive therapy, this is usually one hour. Setting a fixed duration for sessions 
behoves patients to bring up things they wish to discuss during that hour, 
which may mean that they give this some consideration beforehand. It 
encourages patients to share the responsibility for the content of sessions, 
thus fostering collaboration during sessions and self-help between ses- 
sions. These advantages of setting boundaries on session duration apply 
in persistent depression, but must be balanced against the disadvantages 
of adhering too rigidly to fixed session times. These disadvantages result 
from the nature of avoidance and beliefs in persistent depression. 


Patients with beliefs about the overriding importance of emotional control 
are highly adept at avoiding issues or emotions that are central to progress 
in therapy. Knowing that sessions last an hour, their defences can remain 
firm for much of this time. It is not uncommon that important issues can 
be thrown up or feelings become more exposed towards the end of a ses- 
sion. Allowing a little extra time to pick up on such issues or feelings can 
bring them more clearly into the focus of therapy so they can be raised at 
the next meeting, whereas timely ending of the session may mean start- 
ing from scratch next time. Where this happens consistently in sessions 
with a particular patient, it can be helpful to draw the patient’s atten- 
tion to the pattern and formulate it along with other avoidance strate- 
gies. Over the course of several sessions, actively addressing emotional 
issues in sessions can then form the basis for behavioural experiments 
aimed at helping patients to re-evaluate their beliefs about emotional 
experience. 


Where an upset has been triggered during the session, patients’ difficulties 
regulating their emotions may make it hard for any satisfactory resolution 
to be reached by the end of the session. With patients who hold prominent 
beliefs about unacceptability, timely ending by the therapist is often seen 
as rejection. If this is done without adequate explanation, it can disrupt the 
therapeutic relationship and confirm the patient's belief that their emotions 
prove how unacceptable they are. Clearly this is a major issue that would 
need to be brought into the focus of therapy. It can be helpful to do this in 
a less confrontational fashion by allowing extra time to help the patients to 
plan how to deal with an upset after the session. Allowing extra time here 
can not only make some allowance for upsets in a non-punitive fashion, 
but can increase trust and foster future focus on emotional issues. 
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A balance needs to be struck between, on the one hand, the demands of 
clinic schedules and the benefits of structure and, on the other, taking 
advantage of opportunities for appropriate emotional regulation. The deci- 
sion over whether to be flexible will often be in the hands of circumstances. 
With some experience of the patient, the therapist may have some idea of 
when building in some flexibility may be advantageous. For very emotion- 
ally flat patients, unwitting disclosures seem unlikely to occur in the first 
few sessions and the control or safety that rigid timings provide can help 
to foster their engagement. In contrast, for highly labile patients, it is pre- 
cisely in the first couple of sessions that a flexible response to an outburst 
may prove crucial. Later in the course of therapy, when there may be a 
shared plan to confront particularly sensitive issues or to use highly emo- 
tive techniques, such as imagery rescripting, it may be possible to schedule 
the extra time in advance. 


Number and Spacing of Sessions 


Conventional cognitive therapy has usually been based on courses of 
therapy lasting from 12 to 20 sessions. In the outcome study in which the 
approach described here was evaluated, a course of 18 sessions was used, 
with 16 sessions during a five-month period followed by two booster ses- 
sions at more extended intervals (see Chapter 12). In routine clinical work, 
there are many patients with persistent depression who will derive sig- 
nificant benefit from this duration of therapy. Although there is little firm 
evidence on the issue, experience suggests that it would be difficult to treat 
any patients with persistent depression in much less time than this. Signif- 
icantly shortening the therapy would render it likely that essential aspects 
of the therapy or important issues were missed. Even when patients seem 
to have made exceptionally good progress early in therapy, this can dis- 
guise the likelihood of continuing vulnerability, particularly in patients 
with a known variable course of depression. 


Experience also suggests that many patients may benefit from longer 
courses of therapy. In a standard course of four to six months of therapy, 
some patients with chronic depression may have improved and then wors- 
ened again and others may be just starting to improve after a slow start. 
In view of this, in the small literature on cognitive therapy with chronic 
depression, extending the course of therapy, for example to 30 sessions, 
has been recommended (e.g. Scott, 1998). Where constraints on resources 
permit, extending the course of therapy in such cases may be well worth 
while. Where therapy is to be extended, this should rarely be done on 
an ad hoc or session by session basis, as this tends to focus the patient’s 
attention on their perceived need for therapy to continue. It is better as 
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far as possible to plan the estimated time course of therapy in advance 
with the patient. This enables goals to be set that are realistic in relation 
to the time available. The sequence and structure with which goals and 
tasks are addressed across the course of sessions can then be maintained. 
Where therapy is to be extended, it can be helpful to conduct the therapy 
in blocks of half a dozen or 10 sessions. This can provide a framework for 
periodically reviewing progress and setting or revising goals, as well as 
collaboratively deciding on the continuation of treatment. 


Whatever the length of therapy, it is generally advisable to start with ses- 
sions on at least a weekly basis. There are many tasks that need to be 
accomplished at the beginning of therapy, including assessment, sociali- 
sation, formulation and setting goals, alongside engaging the patient in 
therapy. To begin to gain some familiarity with the patient and gain some 
momentum for accomplishing change, frequent sessions are preferable. 
Later in therapy, many patients have begun to acquire some notion of 
what is contributing to their problems, what needs to change and what 
actions they can take to further their aims in therapy. Spacing out the 
sessions at this time not only makes judicious use of limited therapists’ 
time, but also fosters the patients’ efforts to implement some therapeutic 
changes in their daily lives. Gaps of two to four weeks often seem to suit 
the pace of therapeutic change once therapy has got well underway. Such 
gaps serve to focus attention on realistic changes occurring over a time- 
scale of months, rather than fostering potentially unrealistic expectations 
of significant changes occurring each week. 


Whether the length of therapy is standard or more extended, many 
patients benefit from intermittent follow-up sessions after the end of regu- 
lar therapy, as discussed in Chapter 10. Sessions can usefully be provided 
at intervals of every two or three months to help the patient consolidate 
any changes that have been made. Clearly, this kind of follow-up extends 
the actual duration of contact by some months. In following up patients 
in this way, therapists may find themselves at odds with the short-term 
constraints under which many mental health services are provided. After 
discharge, the constraints on some services may demand that patients 
have to relapse fully, undergo reassessment and wait for several months 
before re-accessing treatment. If patients who have gained some benefit 
from therapy are forced to wait several months for treatment at the point 
of incipient relapse, their depression may have become entrenched again 
and the benefits of therapy may be undone. Attempting to limit follow-up 
may therefore not work to the benefit of chronically depressed patients who 
are vulnerable to relapse. Having eventually to deal with a full depressive 
relapse of some months’ duration is likely to be more time consuming 
than providing follow-up, so may prove more costly in the longer term. 
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Offering sustained support to some patients over the medium to long term 
may benefit the patient and the service overall. 


Addressing Non-compliance 


The term ‘non-compliance’ implies that a certain course of action has 
been agreed between patient and therapist, and that the patient is not 
following this agreement. In standard therapy, compliance and non- 
compliance can be relatively clearly differentiated. In working with per- 
sistent depression, difficulties in pursuing the goals of therapy are to be 
expected as the rule rather than the exception, due to patients’ avoidance 
strategies and entrenched beliefs. Such difficulties are continuously antic- 
ipated and therapy adapted to address them. Addressing the potential for 
non-compliance is thus woven into the framework of therapy, by continu- 
ously adapting the style, process and content of therapy. 


Non-compliance within sessions is often manifested in hostility towards 
the therapist, withdrawal or avoiding important discussion. Between 
sessions, non-compliance is manifested in the patient’s not attempting 
agreed tasks, whether these were written assignments, such as monitoring 
thoughts, or behavioural experiments. The first step in addressing these 
problems is to identify and label the problem. Then an attempt is made 
to formulate the avoidance in terms of thoughts or beliefs and to specify 
predictions from these beliefs that can be tested out. The therapy task that 
is being avoided can then be broken down and a smaller scale version at- 
tempted, often in session with the therapist’s help, as a test of the patient’s 
negative predictions. 


The greatest obstacle to this is when non-compliance takes the form of non- 
attendance. The therapist’s response can be informed by their formulation 
of the nature of the patient’s beliefs and avoidance. Patients who tend 
towards excessive emotional control can find the whole notion of therapy 
highly threatening and are often openly averse to the idea of therapy. 
They will often give some sign or advance notice of their intention not 
to attend. It can then be helpful to give the patient as much control over 
the timing and frequency of their attendance as possible, to refrain from 
pressurising the patient and to adopt a welcoming but somewhat busi- 
nesslike stance. In contrast, in more labile patients, non-attendance tends 
to be of a more erratic nature and usually results from more momentary 
feelings or interpretations on the part of the patient. Non-attendance most 
frequently results from concerns about being overwhelmed by feelings or 
being rejected by the therapist. In such cases, the therapist usually has 
to take a much more active role in addressing non-attendance. This takes 
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the form of taking the initiative to contact the patient by phone or letter, 
‘second guessing’ the nature of the problem, asserting ways that it might 
be addressed and actively suggesting appointment times. In a phone con- 
versation immediately after Kate had missed an appointment, her therapist 
intervened as follows: 


K: I'm sorry I missed it today, but I’m too upset to come and see you, okay. 

T: [know you're very upset right now and that’s why it would be helpful 
to meet up sooner rather than later. Then we can see what’s making you 
so upset and how you can come through it. In fact, I have a slot free at 
3 o’clock tomorrow—is there any chance at all that you can make it? 

K: Well, I couldn’t find someone to take the children by tomorrow. 

T: I can give you the number of the hospital creche—they take children 
under 11. That way we'll still be able to meet. 

K: (sounding slightly more reassured) Oh okay then, what time did you say? 


Where many patients would have found such an approach overly intrusive 
and threatening, Kate was somewhat calmed by the therapist’s proposing 
a specific plan. The problem then becomes that the therapist cannot always 
step in when the patient is upset, so the therapy needs actively to focus on 
training the patient in strategies for keeping going when upset, including 
the management of unpleasant emotions and problem-solving. 


INTEGRATING THERAPY INTO THE TREATMENT 
PACKAGE 


Working with Partners 


Persistent depression often occurs in the context of a lack of social sup- 
port. Where patients are in a close relationship, reactions of spouses or 
partners often range from being mystified by the patient’s depression to 
outright criticism or abuse. Although the therapist’s prime focus remains 
on individual sessions with the patient, consideration of whether to include 
the partner in the therapy can be helpful. Where the partner is essentially 
supportive, there can be a number of benefits in encouraging the patient 
to attend with their partner for a session or two. Much can be achieved 
through helping the partner to gain a clearer understanding of the nature 
of depression. A lack of understanding can result in the partner exerting 
undue pressure on the patient to maintain normal activities. Conversely, 
some partners unwittingly reinforce depressive behaviour by being 
completely accommodating to the patient’s avoidance of activities. By 
clarifying what level of expectations are most realistic, a helpful level of en- 
couragement from the partner is more likely. The therapist can also prompt 
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some discussion of ways that the partner might be able to help the patient 
with self-help strategies. This can include helping the patient to make time 
for self-help tasks or prompting the patient to undertake monitoring tasks. 
Obviously care needs to be taken that the partner is prompting the patient 
to use and develop self-help skills, rather than the partner being trapped 
in a role of being ‘the carer’ for the patient. It is not recommended that the 
partner attends the majority of sessions, as the presence of a partner tends 
to inhibit emotional experience and disclosure in the sessions. 


Where there is more overt marital discord or criticism, the cognitive thera- 
pist can sometimes broker an agreement for the couple to seek appropriate 
help. For obvious reasons, it is rarely helpful for a therapist to see the indi- 
vidual patient and the couple. However, where patients are being seen in 
the context of a treatment team, such as on a ward, it can be very helpful 
for the cognitive therapist to see the patient while another member of the 
team conducts work with the couple. Where depression occurs in the con- 
text of significant marital problems, there is evidence that marital therapy 
is particularly effective as a treatment (Jacobson et al., 1991; Jacobson & 
Gurman, 1986). Where there is reason to believe that the patient is being 
emotionally or physically abused, an important focus of therapy is how 
the patient can protect themselves both physically and mentally from the 
effect of the abuse. The patient may also need help in considering whether 
to end the abusive relationship. 


Working with Other Professionals 


In most cases of persistent depression, the cognitive therapist will not be the 
only professional working with the patient. Most patients will have gained 
at least some benefit from medication, and cognitive therapy will best be 
undertaken in combination with pursuing pharmacological treatment. It is 
important to ensure that the patient does not receive mixed messages about 
which treatments will work and how they do so. As discussed in Chapter 4, 
some patients have received a rationale for treatment with medication that 
has presented depression in purely biological terms. This can undermine 
acceptance of the rationale for cognitive therapy and hamper the patient’s 
engagement. It is important that the therapist does not present cognitive 
therapy in a way that could undermine the patient’s compliance with their 
medical treatment. Rather, as discussed in Chapter 4, a model of persistent 
depression should be presented that can encompass both biological and 
psychosocial treatments. Further, the potential for such conflicts can be 
minimised by good communication between the different professionals 
involved. 


348 COGNITIVE THERAPY FOR PERSISTENT DEPRESSION 


If the other professionals involved in the treatment have some idea of the 
goals and strategies to be employed in the therapy, it is more likely that 
their interventions will be consistent with it. Good practice would gen- 
erally involve writing a brief letter to any professionals simultaneously 
involved in treating the depression on commencing therapy. This should 
outline briefly the therapist’s assessment of the problems and anticipated 
treatment strategy. Additionally, there are several reasons why intermittent 
phone contact or meetings between the therapist and the other profession- 
als involved in the treatment can be extremely helpful. Phone contact or 
face-to-face meetings assist in the sharing of useful information and can 
help to integrate different aspects of treatment. Many cases with persis- 
tent depression have become well known to their doctor over an extended 
period. The doctor may have a very good idea of the nature of the patient’s 
problems and can provide much useful information to the therapist. Con- 
versely, because of the patient’s cognitive and emotional avoidance, it is 
sometimes possible for the patient’s psychiatrist or GP to have had con- 
tact with a patient over an extended period without getting much idea of 
what is bothering the patient. While being careful to respect the patient’s 
confidentiality, the therapist can convey ideas that can inform the advice 
and support given by the patient’s doctor. On some occasions, the thera- 
pist can exert a useful influence over other aspects of the patient’s treat- 
ment. For example, where a doctor believes that insufficient progress is 
being made, they may be preparing to discharge the patient or pass on the 
patient’s care. Although there are many occasions where this is justified, 
there are others where it may have a detrimental effect for the patient. 
Here the therapist can advocate continuation or consistency of care for the 
patient. 


Good liaison with other professionals involved in treatment can be par- 
ticularly important when the therapy focuses on addressing the patient’s 
avoidance of difficult issues or situations, as is so often the case in persis- 
tent depression. Therapy sessions can be experienced as upsetting and can 
seem to make the patient worse before they get better. Other professionals 
may not be aware that this can be a sign of therapeutic progress rather 
than lack of it. They may then undermine the patient’s confidence in the 
therapy or reinforce the patient’s desire to terminate prematurely. If the 
therapist forewarns other professionals of the likelihood and even desir- 
ability of therapy provoking upset, then it is more likely that those others 
will support the therapeutic goals and encourage the patient to stay with it. 
Where the therapist is confident that other people involved in the case will 
provide appropriate support with such upsets, this can enable therapy 
to proceed a little less cautiously and means that important therapeutic 
issues can be addressed a little more speedily. This can happen to good 
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effect where the therapist is a member of a treating team, for example on a 
ward, where the different roles of different members of the team are well 
established. 


For patients with particularly severe chronic depression, intensive inpa- 
tient programmes have been advocated (see Wright et al., 1993, for a 
full description of such therapy programmes). Usually such programmes 
afford an opportunity to combine complex or aggressive regimes of phar- 
macotherapy with intensive psychotherapeutic input. ‘Cognitive milieu’ 
packages have been used, where all the members of the team have received 
some training in cognitive techniques, so that cognitive therapy principles 
can be extended beyond individual therapy sessions. As well as individ- 
ual and group cognitive therapy sessions, such packages often involve a 
ward programme based on cognitive principles. In addition, assistance and 
encouragement with self-help tasks such as behavioural assignments and 
questioning thoughts is available ‘on tap’ from staff. 


THE SERVICE CONTEXT OF THERAPY 
Therapists’ Training and Experience 


Working effectively with patients with persistent depression is in most 
therapists’ estimation difficult. Such cases do not make good ‘learning 
experiences’ for novice therapists. Due to the greater complexity involved 
in formulating these cases and the difficulty often encountered in imple- 
menting interventions, therapists who are not already highly familiar with 
the basic conceptual and technical aspects of cognitive therapy are likely 
to become overwhelmed. Ideally, cognitive therapy for patients with per- 
sistent depression should be conducted by well-trained, experienced cog- 
nitive therapists. Although there has been little systematic research, such 
evidence as exists suggests that patients treated by more experienced cog- 
nitive therapists are less likely to drop out of treatment and more likely 
to improve (Burns & Nolen-Hoeksema, 1992). A therapist’s level of exper- 
tise is likely to prove particularly crucial with more difficult cases such 
as these. Some mastery of basic cognitive therapy techniques is essential 
for the therapist to be able to detect and understand ways in which the 
desired outcome may be thwarted. Similarly, only once the basics have 
become somewhat automatic will the therapist be able to focus on adapting 
therapy to address the complexities of patients with particularly difficult 
problems. As a rough guideline, patients with persistent depression are 
probably best seen by therapists who have undergone specialised cogni- 
tive therapy training beyond that provided in a basic professional qual- 
ification. Therapists should have successfully treated a number of cases 
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of acute depression with cognitive therapy before progressing to treating 
longer-term cases. Where cases with persistent depression are treated by 
less experienced therapists, it is vital that particularly close clinical super- 
vision is provided, ideally by a trained cognitive therapist, to safeguard 
the well-being of both patient and therapist. 


Supervision and Caseload 


All therapists, whether novice or expert, are likely to encounter significant 
difficulties when treating patients with persistent depression. It is therefore 
important that therapists working with such cases have access to regular 
clinical supervision, which can help to address a number of areas of dif- 
ficulty. Problems of formulation, therapeutic relationship and technique 
can all be addressed in good clinical supervision. Where a supervisor is 
not specifically trained and experienced in cognitive therapy, that person’s 
ability to help the therapist with problems in drawing up a cognitive formu- 
lation or in implementing cognitive techniques will be limited. Therefore, 
it is important that supervision of cognitive therapy for cases of persistent 
depression is provided by supervisors who are themselves trained and 
experienced in cognitive therapy (Padesky, 1996; Shaw et al., 1999). 


There are a number of areas in which supervision may be particularly 
helpful when working with persistent depression. Emotional and cogni- 
tive avoidance on the part of the patient can make it easy for the therapist 
to miss issues that may be important in arriving at a helpful formula- 
tion. Supervision can provide an objective viewpoint that helps any ‘blank 
spots’ to be identified. The passivity of many of these patients can render 
it hard to maintain the collaborative nature of the therapeutic relationship. 
When patients are passive in therapy, this often draws the therapist into 
becoming overactive and taking excessive responsibility for the progres- 
sion of therapy. This runs the risk of reinforcing the patient’s passivity and 
avoidance, and of the therapist’s becoming ‘burnt out’ when their exces- 
sive efforts bear little reward. Alternatively, there may be occasions when 
the therapist reacts to the patient’s passivity by giving up on the patient. 
Supervision can help the therapist to recognise the potential for either of 
these reactions and to maintain an appropriate balance between under- 
and over-involvement. When the therapist becomes confused or tired in 
working with a particular patient, supervision can often help in identifying 
practical techniques to provide a way forward. 


In addition to helping to identify and remedy difficulties connected directly 
with the application of therapy, supervision can also usefully address the 
effects of the therapy on the therapist. When confronted by a consistently 


DELIVERING TREATMENT 351 


hopeless patient who seems to be making no progress, it is not unnat- 
ural for the therapist’s own motivation to be dimmed. Less experienced 
therapists may find that it is particularly demoralising to work with these 
cases. Where this occurs, it is an important part of supervision to help the 
therapist to restore some sense of enthusiasm for working with the patient. 
This may occur through taking a renewed interest in the conceptualisation 
of the patient’s difficulties, identifying practical techniques that could be 
useful or directing the therapist’s attention to foibles of the patient for 
which a degree of affection could be developed (see Chapter 2). Where 
appropriate, supervision can also help therapists to identify and question 
their own negative thoughts about the course of therapy (see page 228). 
In this way, supervision can help to mitigate the effects of any lowering 
of the therapist’s motivation or self-esteem on the course of therapy with 
the patient. If the therapist’s self-esteem is consistently threatened when 
working with these patients, other options may need to be considered, 
such as the therapist working in some different capacity or receiving some 
personal therapy. 


Working with a number of patients with persistent depression can help a 
therapist to build up familiarity and expertise with such patients. However, 
because of the level of difficulties encountered, it is not recommended that 
therapists, even those experienced with these patients, work exclusively 
with patients with persistent depression. To do so would be to court fatigue 
or loss of motivation sooner or later. Some variety in a therapist’s caseload 
is usually desirable to provide some ‘light relief’. This is probably more 
important for less experienced therapists. 


Suitability for Cognitive Therapy 


The majority of patients with persistent depression are not those classically 
thought of as suitable for cognitive therapy. Early studies of the efficacy 
of cognitive therapy for depression excluded patients with known poor 
response to medication (Rush et al., 1977). In other studies, duration of 
episode or chronicity has been found to be associated with poor response 
to cognitive therapy (e.g. Blackburn et al., 1981). It might be concluded 
that chronic patients or non-responders to medication are not suitable can- 
didates for cognitive therapy. However, such patients are less likely to 
respond to any treatment. Therefore, it is response relative to other forms 
of treatment rather than absolute levels of response that is crucial in making 
decisions about whether cognitive therapy is appropriate. 


When confronted with patients with persistent depression in clinical set- 
tings, the most relevant question is usually that of whether cognitive 
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therapy might be of significant benefit for that patient compared to the 
other treatment options. In the following chapter, we describe a study 
showing that cognitive therapy can be of significant benefit in patients 
with residual depressive symptoms, many of whom would not ordinar- 
ily be considered good candidates for therapy. When combined with the 
evidence from the small scale studies described in the Introduction, this 
suggests that cognitive therapy is a worthwhile addition to treatment for 
patients with persistent depression, who are unlikely to fare particularly 
well with any of the other treatment options. Thus, even though patients 
with acute depression may improve more in absolute terms, the bene- 
fits of cognitive therapy relative to other treatments may be greater in 
patients with persistent depression. Where the other options are limited, 
cognitive therapy should not be ruled out for patients who are unmoti- 
vated or believe that therapy will not work. Nevertheless, it is clearly best 
to try to treat patients as early as possible in the course of their depres- 
sion. In the majority of cases with persistent depression, therapy should 
be used in combination with medication rather than as an alternative 
to it. 


Assessing Outcome of Therapy 


There are a number of standard outcome measures, such as the Beck 
Depression Inventory (Beck et al., 1961) and Hopelessness Scale (Beck etal., 
1974), that are of use in assessing the response of patients to cognitive 
therapy. Scores on such measures in patients with persistent depression 
need to be viewed with some caution. Cognitive and emotional avoid- 
ance in persistent depression may result in under-reporting of depressive 
symptoms on self-report measures. Occasionally, agreement between the 
therapist, patient and others that good progress has been made in therapy 
is associated with an increase in self-rated depression scores. More gener- 
ally, evidence is presented in Chapter 12 that, even when the immediate 
benefits from therapy are modest, more significant benefits in the longer- 
term may still result. While patients’ self-reports on measures of depression 
taken at the time of therapy are of interest, a broader and more long-term 
view can be helpful in assessing both the progress of individual patients 
and the impact of cognitive therapy services. Such a broad assessment of 
outcome might include the views of relatives or other professionals on the 
patient’s progress, evidence of the patient’s social and occupational func- 
tioning and their use of health care resources. To gain a true picture of the 
effect of therapy in persistent depression, these outcomes should be con- 
sidered over a period of months or years from the provision of therapy, 
rather than simply at termination of therapy. 
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SUMMARY POINTS 


e Although sticking to a set session duration is generally recommended, 
there are benefits to being flexible when emotions need to be stimulated 
or contained. 

e Longer than usual courses of cognitive therapy are likely to be beneficial 
when treating persistent depression. 

e Sessions should be frequent at the beginning of therapy and spaced out 
towards the end. 

e The therapist's response to non-attendance can usefully be geared to the 
formulation of the patient's difficulties. 

e It can sometimes be helpful to bring the patient’s partner into some ses- 
sions, although a clear distinction needs to be maintained between indi- 
vidual and marital therapy. 

e Close liaison with other professionals is essential, particularly at times 
when therapy may provoke distress. 

e It is best if patients with persistent depression are treated by cognitive 
therapists who have gained supervised experience following specialist 
training in cognitive therapy. 

e Supervision from a well-trained and experienced cognitive therapist is 
recommended when treating cases with persistent depression. 

e Patients with persistent depression may often be judged as unsuitable 
for cognitive therapy, but may derive worthwhile benefits. 

e Assessments of outcomes of therapy should take account of a range of 
measures over a period of months or years. 


Chapter 12 


OUTCOMES AND PROCESSES OF 
THERAPY 


In this chapter, you will find discussion of: 


e The Cambridge-Newcastle (CN) Depression Study of cognitive 
therapy for residual depressive symptoms, for which this approach 
was developed 

e Results of the CN study concerning outcomes and mechanisms of 
treatment 

e Other recent advances in cognitive approaches to the treatment of 
depression 

e Research into basic cognitive processes of importance in therapy 

e Clinical implications of research findings 

e Recurring themes in cognitive therapy for persistent depression 


One of the strengths of cognitive therapy has been its strong empirical 
basis. The use of cognitive therapy in acute depression is empirically well 
supported (Hollon et al., 1993). As reviewed in the Introduction, evidence 
for the use of cognitive therapy in patients with persistent depression is 
promising, but the studies conducted to date lack rigour. In addition, de- 
velopments in cognitive therapy that place greater emphasis on modifying 
unconditional beliefs or schemas in chronic disorders have received little 
rigorous evaluation. The approach to therapy described in this book was 
first developed for use in a rigorous, randomised-controlled trial of cogni- 
tive therapy for persistent depression. In this chapter, we present the results 
from this outcome study, the Cambridge-Newcastle Depression Study. We 
describe the overall outcomes of therapy and then describe some research 
that investigated the mechanisms underlying the effects of therapy. Some 
other recent developments in the field of cognitive approaches to depres- 
sion are then discussed. We outline some novel therapeutic approaches 
and the evidence for their effectiveness, and then briefly relate the findings 
on therapy to recent basic research into cognitive processes in depression. 
The implications of this research for the practice of therapy for persistent 
depression are discussed. Finally, we draw together some of the recurring 
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themes in this book that pervade work with persistent depression and 
so merit particular attention either in individual therapy or in further re- 
search. 


THE CAMBRIDGE-NEWCASTLE DEPRESSION STUDY 


The Cambridge—Newcastle (CN) Depression Study was conducted to eval- 
uate the efficacy of the adapted form of cognitive therapy described here 
in patients with a particular form of persistent depression. The study 
examined the treatment of residual depressive symptoms following an 
episode of major depressive disorder. Patients with significant residual 
depressive symptoms have been shown not only to suffer continuing 
distress and disability, but also to be at particularly high risk of relapse 
into full major depression (Paykel et al., 1995). In these patients, the CN 
study examined whether the addition of cognitive therapy to an adequate 
regime of medication and clinical management would result in further 
symptomatic improvement. Importantly, given the high levels of relapse 
observed even when such patients are maintained on adequate antide- 
pressant medication, the study examined whether cognitive therapy could 
reduce relapse over and above the effects of continued medication. The 
study also provided an opportunity to examine the mechanisms through 
which cognitive therapy achieves its effects. In particular, the issue of what 
kinds of cognitive changes mediate the clinical benefits of cognitive therapy 
was examined. 


Study Design 


The 158 patients with residual depression included in the study had suf- 
fered an episode of major depression within the last 18 months and had 
been treated with adequate doses of medication (on average equivalent to 
185 mg/day of amitriptyline or 33 mg/day of fluoxetine). Although they 
no longer met criteria for major depression, their residual symptoms were 
at clinically significant levels, in that patients had to score at least 8 on 
the Hamilton Rating Scale for Depression (HRSD; Hamilton, 1960) and 
at least 9 on the Beck Depression Inventory (BDI; Beck et al., 1961). All 
patients received clinical management including at least adequate levels 
of medication throughout a 20-week acute treatment phase and a one-year 
follow-up phase. Patients were randomly allocated to receive this clinical 
management alone or clinical management plus cognitive therapy. Cogni- 
tive therapy consisted of 16 sessions during the acute phase of treatment 
with two subsequent booster sessions during the follow-up phase. Patients 
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were assessed regularly throughout the study ona battery of clinical, social 
and cognitive measures. 


As expected, the sample presented quite a different picture from those 
included in studies of acute depression. The mean age was 43 years, and 
around 50% were male. They were suffering from moderate but subsyn- 
dromal levels of symptoms, with initial mean scores on the HRSD of 12 and 
on the BDI of 22. Their current depressive episodes had typically lasted 
over a year (with a median of 14 months), and over half the sample merited 
a diagnosis of severe depression at the worst point of the episode. Around 
a third of the patients were in their first depressive episode and over a third 
of the patients had had three or more episodes. A quarter of the sample also 
received a diagnosis of dysthymia. In terms of current DSM-IV diagnoses, 
the sample thus included patients with Major Depressive Episode, in 
partial remission; Major Depressive Disorder, recurrent, without full inter- 
episode recovery; and Dysthymic Disorder (with prior history of Major 
Depressive Disorder). To be eligible for inclusion, patients had to have 
been on at least an adequate dose of medication for no less than 8 weeks, 
but most patients were on doses exceeding the minimum requirements 
(see above). 


Effects of Treatment on Symptoms, Social Functioning 
and Relapse 


The rate of full remission in the overall sample over the 20 weeks of 
acute treatment was low. Patients treated with cognitive therapy had a 
significantly higher rate of remission (26%) than the clinical management 
alone group (12%). On four different measures of depressive symptoms, 
the scores of both groups decreased over the 20-week acute treatment 
phase and continued to decrease slightly over the one-year follow-up. Over 
the course of the study, the addition of cognitive therapy produced signif- 
icantly greater decreases in overall severity of depression on two out of 
the four measures. Interestingly, cognitive therapy also had a significant 
impact on two specific psychological symptoms: self-esteem and hopeless- 
ness. Improvements in social functioning (including dependency, interper- 
sonal behaviour and friction) were also significantly greater in the patients 
treated with cognitive therapy. It should be noted that the additional im- 
provements in levels of symptoms and social functioning due to cognitive 
therapy, while statistically significant in several analyses, were modest. 
The differential improvement in patients treated with cognitive therapy 
tended to be greatest at the end of acute treatment or early in follow-up. 
(For a full description of these results, see Scott et al., 2000.) 
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As expected in this kind of sample, there was a steady flow of relapses into 
full major depression during the 20-week acute and one-year follow-up 
phases, despite all patients being on continuing treatment with medication. 
Relapse rates showed a consistent and significant reduction in the patients 
treated with cognitive therapy. By the end of the year’s follow-up, 49% of 
patients in the clinical management alone group had relapsed, compared 
to 30% of those who had also received cognitive therapy. This reduction 
of about 40% in the relapse rate occurred despite the cognitive therapy 
patients receiving fewer clinical management sessions over the course of 
the study. The clinical significance of this substantial reduction in relapse is 
underlined by the fact that it was achieved over and above any preventive 
effect of continued medication. (For a full description of results concerning 
relapse prevention, see Paykel et al., 1999.) 


Psychological Mechanisms of Relapse Prevention 


The theory behind cognitive therapy proposes that it achieves its effects 
by producing cognitive changes in patients that then result in symp- 
tom reduction or lowered vulnerability to relapse. For example, cogni- 
tive therapy might reduce patients’ levels of belief in certain dysfunctional 
assumptions, attitudes or attributions and thereby lower their susceptibil- 
ity to continued depressive symptoms. However, previous studies have 
found little evidence that successful cognitive therapy produces any more 
change in measures of these variables than successful treatment with med- 
ication (Barber & DeRubeis, 1989). The CN study examined whether the 
effects of cognitive therapy in preventing relapse were mediated by a num- 
ber of cognitive measures. These included a number of commonly used 
measures of the negative content of cognition, including the Dysfunctional 
Attitude Scale (DAS; Weissman & Beck, 1978) and the Attributional Style 
Questionnaire (ASQ; Peterson et al., 1982). Evidence for mediation of the 
effects of therapy on relapse was also examined using some novel cognitive 
measures, including a measure of meta-awareness (see below). 


Using conventional scoring procedures (i.e. based on degree of agreement 
with item content), scores on five questionnaires of depression-related 
cognition, including the DAS and ASQ, provided no evidence for cog- 
nitive mediation of relapse prevention. A measure of the extremity of 
responses to those questionnaires was devised, indicating the number of 
times patients used extreme response categories (‘totally agree’ and ‘totally 
disagree’). There was convincing evidence that this measure of extremity 
of responding helped to mediate the relapse preventive effects of therapy. 
Firstly, extreme responding significantly predicted relapse in the sample 
as a whole. Furthermore, treatment with cognitive therapy resulted in a 
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differential reduction of extreme responses compared to clinical manage- 
ment alone. In addition, this reduction of extremity statistically accounted 
for some of the relapse preventive effects of cognitive therapy. The ex- 
tremity measure included extreme positive as well as extreme negative 
responses to questionnaire items. This suggests that cognitive therapy re- 
duced relapse through reductions in an absolute, dichotomous thinking 
style, rather than simply through reducing the negativity of cognition. 
(For a full account of prediction of relapse from questionnaire measures, 
see Teasdale et al., 2001.) 


Meta-awareness and Relapse 


Clinical experience suggests that cognitive therapy, as well as helping 
patients to question the negative content of their thoughts, can help patients 
to stand back from their thoughts and experience them as thoughts rather 
than as reality. If someone is having thoughts, for example of failure, which 
feed into a global, high-level sense of inadequacy, then those thoughts will 
undoubtedly be depressing. However, if at some level, they simultane- 
ously have a sense that these are just thoughts that might or might not be 
true, the thoughts may have less of a depressing effect. Meta-awareness 
refers to this sense of awareness of thoughts as thoughts rather than reality, 
which is associated with an ability to identify less completely with those 
thoughts or to see them in a wider perspective (Moore, 1996). If cognitive 
therapy helps patients to develop this kind of awareness of their think- 
ing, the depressogenic effect of situations or emotions that trigger negative 
thoughts could be reduced. The development of meta-awareness could 
thus help to prevent relapse in depression and could also account for some 
of the relapse preventive effect of cognitive therapy. 


To examine this possibility within the CN study, a new measure of meta- 
awareness was developed, the Measure of Awareness and Coping in 
Autobiographical Memory (MACAM; Moore, Hayhurst & Teasdale, 1996). 
When they are not distressed, patients are often well aware that their 
thoughts at times of distress are not realistic and can retrospectively 
appraise their negative thoughts as ‘irrational’. However, this does not 
usually translate into awareness of that possibility when the thoughts 
actually come to mind during an upset. To take account of this, any use- 
ful measure of awareness must tap the way patients experience their 
thoughts during upsetting situations, rather than assessing their general 
meta-cognitive beliefs about the accuracy of their thoughts. A question- 
naire measure would be more likely to capture the latter, more general 
beliefs than to assess the former, ‘on-line’ awareness. Therefore, an autobi- 
ographical memory-based measure was devised. Patients were prompted 
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by listening to audiotaped vignettes of mildly upsetting situations to recall 
memories of times when they had had a similar feeling. Patients were 
then asked to describe their thoughts and feelings at these times of initi- 
ally mild upset. A semistructured interview format was used to enable the 
interviewer to rate the patient’s degree of meta-awareness at the time of 
the upsetting memory according to a standardised rating system. Eight 
prompts were used at each time of testing to elicit a range of memories 
associated with mild upsets, so that each patient’s mean meta-awareness 
score could be used in the analysis. 


In patients with residual depression in the CN study, there was some evi- 
dence that meta-awareness mediated the relapse preventive effects of cog- 
nitive therapy. Meta-awareness scores at baseline significantly predicted 
relapse during the study. In addition, cognitive therapy resulted ina signifi- 
cantly greater increase in meta-awareness than clinical management alone. 
These results are consistent with the possibility that cognitive therapy pre- 
vents relapse by increasing levels of meta-awareness. Unfortunately, by 
the time the post-therapy assessment of meta-awareness was carried out, 
there were insufficient subsequent relapses to test adequately whether the 
increase in meta-awareness accounted for the reduction in subsequent 
relapse. (For full details of the meta-awareness measure and results, see 
Teasdale et al., 2002.) 


Summary of Findings from the CN Study 


In patients with residual depression, the results of the CN study showed 
that the form of cognitive therapy described here produced significant 
but modest additional improvements in remission rates, overall symptom 
levels and social functioning when added to good clinical management 
and medication. Cognitive therapy also produced specific improvements 
in the key symptoms of hopelessness and self-esteem. Most importantly, 
it achieved a worthwhile reduction in the rate of relapse into full major 
depression, which was over and above the effect of continued medication. 
Consistent with previous studies, analyses of the mechanism whereby cog- 
nitive therapy prevented relapse found little evidence that this occurred 
through changes in the content of cognition. By contrast, substantial evi- 
dence was found that cognitive therapy may prevent relapse by training 
patients to change the way that they process depression-related material 
rather than by changing thought content. Cognitive therapy produced a 
reduction in the extremity of emotionally relevant thinking and an increase 
in patients’ ability to experience upsetting thoughts as thoughts rather than 
reality as those thoughts come to mind. Both these types of change were 
associated with reduced rates of relapse. Taken together, they suggest that 
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cognitive therapy may help to move patients from a mode of thinking 
where emotionally relevant information is processed automatically in a 
dichotomous fashion to a mode where emotional information can be held 
in awareness and responded to more reflectively. 


RECENT DEVELOPMENTS IN COGNITIVE 
APPROACHES TO THERAPY 


The Cognitive Behavioral Analysis System 
of Psychotherapy 


The most impressive results published to date on the treatment of chronic 
depression have been in a large study comparing the effects of one of 
the newer medications, nefazodone, with a new therapy, the Cognitive 
Behavioral Analysis System of Psychotherapy (CBASP; McCullough, 
2000). The CBASP model proposes that the thinking of patients with 
chronic depression has become arrested at or returned to a primitive devel- 
opmental level, corresponding to Piagetian pre-operational thought. The 
nature of such thinking renders patients insensitive to feedback from the 
social environment, resulting in the perception that they are unable to influ- 
ence any of the situations in their lives. This closed style of thinking results 
in the passivity and helplessness typical of chronically depressed patients. 
The strategy behind the therapy is to show patients that their actions do 
indeed have important consequences, so that patients can begin to ini- 
tiate behaviours that will be rewarded. Such reward of new behaviours, 
which comes predominantly from social reinforcement, serves to lift mood 
and restore motivation. A number of techniques are used in pursuing this 
strategy including: 


e Provision of consistent feedback from the therapist on the interpersonal 
effects of the patient’s actions. 

e Teaching patients to discriminate between aversive or abusive past in- 
terpersonal situations where they could not affect outcomes and current 
situations where they can. 

e Teaching patients to evaluate systematically whether their actions are 
assisting them in achieving desired outcomes. 


A sample of 519 patients suffering from chronic major depressive disorder 
was included in the CBASP study (Keller et al., 2000). They were randomly 
assigned to treatment with nefazodone, CBASP or a combination of both. 
After 12 weeks of treatment, rates of response (including partial response) 
were 55% in patients treated with nefazodone alone, 52% in patients 
treated with CBASP alone and 85% in patients receiving the combination 
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of nefazodone and CBASP. The rate of full remission with this combination 
treatment was 48%. Given the degree of chronicity of depression in the 
sample, this result is extremely impressive. 


This study provided compelling evidence that CBASP is highly beneficial 
in the treatment of chronic depression. The rate of full remission with the 
combination of CBASP and medication in that study was nearly double 
the rate of full remission of patients treated with cognitive therapy and 
medication in the CN study. It is quite possible that CBASP will prove 
to be the most effective treatment yet for chronic forms of depression. 
This cannot yet be concluded with any certainty, as the rate of response 
to medication alone was also considerably higher than in the CN study. 
Although the patients included in the CBASP study seem to be a more 
chronic sample than in the CN study, it is also likely that they were less 
treatment resistant. 


Cognitive Therapy and Relapse Prevention 


The most impressive aspect of the CN study—namely, the relapse pre- 
ventive effect of cognitive therapy—has also been reflected in a number 
of other recent developments in the field of cognitive therapy for depres- 
sion. A study conducted by Fava and colleagues (1994) also addressed the 
treatment of residual symptoms of depression following treatment with 
medication. After the withdrawal of medication, patients’ residual symp- 
toms were treated with cognitive therapy or with clinical management. 
Patients treated with cognitive therapy were found to have a lower rate 
of subsequent relapse than those who received clinical management (Fava 
et al., 1996). In this study, the residual symptoms were at a low level that 
would usually be considered as full remission, and did not represent clin- 
ically significant persistent or chronic symptoms. This study showed that 
treating low-level residual symptoms in patients who have responded to 
medication reduced the rate of subsequent relapse. Thus, these promising 
results lend support to other evidence suggesting that cognitive therapy 
is a viable alternative to maintenance medication for preventing relapse in 
patients who have made a good recovery with pharmacological treatment 
of an acute episode or recurrence (Blackburn & Moore, 1997). 


Mindfulness-Based Cognitive Therapy 


Relapse preventive effects have also been shown using other thera- 
peutic developments of cognitive therapy. Segal, Williams and Teasdale 
(2002) developed Mindfulness-Based Cognitive Therapy (MBCT) which 
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integrates some standard cognitive therapy principles with mindfulness 
practices. MBCT is administered in a group format with patients who have 
recovered from a depressive episode. This therapy was designed specif- 
ically with the aim of increasing meta-cognitive awareness in recovered 
patients who are at high risk of further episodes. Through mindfulness 
training, MBCT aims to develop a mental ‘set’ of meta-cognitive aware- 
ness that is more general than the meta-awareness related just to specific 
negative thoughts developed in standard cognitive therapy. In vulnera- 
ble patients, it was predicted that being able to access such a cognitive 
set at times of potential relapse would render negative thoughts and feel- 
ings less likely to trigger relapse into major depression. MBCT was shown 
significantly to reduce rates of relapse in patients who had suffered from 
recurrent depressive episodes (Teasdale et al., 2000). Interestingly, MBCT 
was also found to result in increases in meta-awareness as measured by the 
MACAM measure (Teasdale et al., 2002). The reduction of relapse using a 
version of cognitive therapy that does not aim to change negative cognitive 
content lends further support to the notion that relapse preventive effects 
may be at least in part due to the development of meta-awareness. 


Well-Being Therapy 


A further development of cognitive therapy for depression is that of well- 
being therapy (Fava, 1999). This therapy uses many standard cognitive and 
behavioural techniques. However, rather than focusing the use of these 
techniques on negative occurrences or symptoms, this approach focuses 
on the occurrence of episodes of well-being. The strategy is to enhance 
patients’ awareness of episodes of well-being and to combat thoughts 
and behaviours that inhibit or curtail well-being. Patients are then helped 
to identify and enhance six particular dimensions of well-being accord- 
ing to the theoretical framework behind the therapy. The effectiveness 
of the therapy was evaluated in a group of 20 patients with low-level 
residual symptoms following successful treatment of depression or anx- 
iety disorders (Fava et al., 1998a). Patients were randomly assigned to 
either well-being therapy or cognitive behavioural therapy. Both treat- 
ments were associated with a significant reduction in residual symptoms 
and an increase in well-being. The improvements were significantly greater 
in the patients treated with well-being therapy. Well-being therapy was 
then incorporated into a cognitive-behavioural package that was used to 
treat a sample of 40 patients who had recovered from at least their third 
episode of depression (Fava et al., 1998b). The patients treated with the cog- 
nitive therapy plus well-being therapy package had a significantly lower 
relapse rate over two years of follow-up than patients treated with clinical 
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management alone. Although the differential contributions of well-being 
therapy and standard cognitive therapy to reducing residual symptoms 
and preventing relapse cannot be determined from these studies, well- 
being therapy does appear to be a highly promising development. 


Summary of Recent Developments in Cognitive 
Approaches to Depression 


Overall, the relapse preventive effects of cognitive therapy have been 
shown consistently in a number of studies. The results of the CN study 
show that these can be achieved over and above the effects of contin- 
ued medication in patients suffering from significant persistent depressive 
symptoms. Results of other studies have demonstrated that treating lower 
level residual symptoms has relapse preventive effects in patients who 
have recovered more fully froma depressive episode. Studies of MBCT and 
well-being therapy suggest that relapse prevention can be achieved using 
adaptations of cognitive therapy more suited to patients whose symptoms 
have remitted but who remain at high risk of relapse. In terms of lowering 
ongoing levels of residual symptoms, the CN study also adds weight to the 
evidence that cognitive therapy can be significantly effective in treating per- 
sistent depression. In addition, the results of the CBASP study are particu- 
larly impressive in terms of the degree of improvement achieved in a short 
duration of treatment in patients with very chronic disorders. There are 
areas of great theoretical and technical overlap between cognitive therapy 
as described here and CBASP, but there are also differences. Whereas we 
have rooted our approach in the well-established tradition of cognitive 
therapy, CBASP is a more novel, hybrid approach. Further research is 
needed to ascertain whether there are benefits that are exclusive to the 
CBASP approach or whether there are particular aspects of CBASP that 
might usefully be imported into conventionally based cognitive therapy. 


RESEARCH ON BASIC PROCESSES IN DEPRESSION 
The Role of Avoidance 


The cognitive model we have described proposes an important role for dif- 
ferent kinds of avoidance in interaction with underlying beliefs. In addition 
to the usual role for behavioural avoidance, we have suggested that cogni- 
tive and emotional avoidance have important psychological and social con- 
sequences. These consequences, including reduced tolerance of emotional 
arousal and impoverishment of social contacts, serve to confirm underlying 
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beliefs and to maintain the persistence of depression. The effect of avoid- 
ance on social adjustment generally in persistent depression has been con- 
firmed (Hellerstein et al., 2000). A number of studies have begun to examine 
more specifically the role of avoidance in outcome of cognitive therapy for 
depression and in the processes underlying the persistence of depression. 


The importance of avoidance in the outcome of cognitive therapy for 
depression was confirmed in a study by Kuyken et al. (2001). Ina naturalis- 
tic study of ‘real world’ cognitive therapy, depressed patients who also had 
avoidant personality disorder were more symptomatic before therapy and 
had higher levels of residual symptoms afterwards. The degree of endorse- 
ment of avoidant beliefs predicted poorer outcome in cognitive therapy. 
Although causal inferences cannot be drawn from such a naturalistic study, 
the results are consistent with the possibility that avoidance is associated 
with persistence of depression in therapy and that cognitive therapy could 
be adapted to address avoidance and avoidant beliefs. The relative bene- 
fits of cognitive therapy in depressed patients with avoidant personality 
were suggested in an analysis of data from the large NIMH study (Elkin 
et al., 1989) of the treatment of depression. This study compared cognitive 
therapy, medication and interpersonal psychotherapy in the treatment of 
acute depression. In their analysis of data from the NIMH study, Barber 
and Muenz (1996) found that cognitive therapy tended to be more effective 
for avoidant patients whereas interpersonal therapy was more effective for 
obsessive patients. 


Overgeneral Memory 


A number of studies in the growing literature on basic psychological pro- 
cesses underlying the persistence of depression are consistent with these 
data on avoidance and the outcome of therapy. One factor that has attracted 
increasing attention in research in depression is overgeneral memory. 
Early studies (e.g. Moore et al., 1987) found that depressed patients have 
difficulty reporting memories for specific episodes when prompted to do 
so, and instead tend to recall more generic memories of kinds of event (e.g. 
whenever I go on holiday) or periods of time (e.g. when I was at college). 
Subsequent research has found that overgeneral memory predicts the per- 
sistence of depressive symptoms, both in naturalistic (Dalgleish et al., 2001) 
and therapeutic situations (e.g. Brittlebank et al., 1993). There is also evi- 
dence that cognitive therapy (Williams et al., 2000) and specific cognitive 
techniques (Watkins et al., 2000) can reduce levels of overgeneral mem- 
ory. We argued in Chapter 1 that overgeneral memory should not be seen 
as a direct form of cognitive or emotional avoidance because it does not 
appear to be under conscious control. However, there is evidence that 
overgenerality is associated with avoidant processing styles generally and 
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may specifically be associated with the avoidance of particularly upsetting 
memories, such as those of physical or sexual abuse (Kuyken & Brewin, 
1996). 


Rumination 


Rumination is another factor that is emerging as central in the persistence 
of depression. Studies have found that rumination predicts the persistence 
of depressive symptoms in both clinical and non-clinical samples (e.g. 
Kuehner & Weber, 1999). Interestingly, rumination is also associated with 
overgeneral memory (Watkins & Teasdale, 2001). Ruminating over neg- 
ative moods, characteristics or events may appear to represent the very 
opposite of cognitive avoidance. However, rumination may be a result of 
unsuccessful efforts that are intended to control or suppress unwanted 
thoughts or emotional activation. Clearly, more research is needed on 
the way that effortful cognitive strategies are used to try to suppress 
unpleasant emotions and how these strategies may in fact exert detri- 
mental influences, for example through overgeneral memory and extreme 
dichotomous thinking. We may then be able to specify how people might 
use conscious awareness to facilitate rather than hinder the emotional pro- 
cessing of unpleasant information, both in therapy sessions and in patients’ 
lives outside those sessions. 


Positive Cognition and Well-Being 


One further factor that is starting to receive more attention in research on 
persistence of depression is the role of positive experience (MacLeod and 
Moore, 2000). This builds on evidence that positive life events are associ- 
ated with recovery from episodes of depression (Brown et al., 1992). How- 
ever, it is not just the occurrence of positive events that is important, but 
also the way they are interpreted. For example, Johnson et al. (1998) found 
that reductions in depression and hopelessness in depressed patients were 
predicted by attributing positive events to internal, stable, global factors. 
Furthermore, Ilardi et al. (1997) found that adaptive attributions for pos- 
itive events predicted lower likelihood of relapse in depressed patients, 
whereas attributions for negative events did not. This emerging evidence 
suggests the importance of considering the processing of positive infor- 
mation in combating the persistence of depression. Recent clinical models 
of chronic disorders have emphasised the importance of the weakness of 
schemas for processing positive information as well as the dominance of 
negative schemas. Recent developments in cognitive therapy, which we 
have incorporated in the approach described in this book, have recognised 
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the importance in therapy of developing positive beliefs rather than just 
combating negative ones. Well-being therapy as described above is also 
consistent with this approach. 


CLINICAL IMPLICATIONS OF RESEARCH FINDINGS 


Cognitive therapy is now an established treatment for depression. The 
evidence from the approach described in this book lends further weight 
to its application in persistent depression. Cognitive therapy can promote 
further improvements in residual symptoms and can significantly lower 
the chances of relapse into full major depression. It is notable from a 
number of studies that the relapse preventive effects do not depend on 
cognitive therapy being the means whereby symptom reduction was 
obtained. In the CN study, the effects of therapy on relapse prevention 
were of greater magnitude than the effects on symptoms. A number of 
studies have demonstrated the relapse preventive effects of various forms 
of cognitive therapy in remitted patients who were free of significant 
levels of symptoms. One important implication of these findings is that 
the longer-term benefits of cognitive therapy do not necessarily depend 
on symptom reduction in therapy. 


In the CN study, relapse prevention in cognitive therapy was associ- 
ated with specific cognitive changes. However, these were not changes 
in patients’ reported levels of negative cognitions. Rather, relapse preven- 
tion was associated with more subtle changes in the way patients processed 
information. Reductions in the extremity of patients’ thinking and increases 
in their awareness of negative thoughts as thoughts were associated with 
reductions in the risk of relapse. A further implication of the findings is 
therefore that the long-term benefits of cognitive therapy may depend on 
subtle changes in the process of thinking rather than more obvious changes 
in its content. Refining our ideas of what kinds of cognitive change promote 
clinical benefits may help in identifying which aspects of therapy are most 
helpful in bringing those changes about. However, this is not an argument 
for abandoning standard techniques that were initially developed to help 
patients to change the negative content of their thinking. Paradoxically, it 
may yet be that techniques originally intended to bring about change in the 
content of cognition prove powerful in changing the process of cognition. 


Tolerance of Uncertainty 


These findings suggest that it might be difficult to detect readily when 
cognitive therapy is being beneficial and when it is not. Over the course of 
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a number of sessions, a lack of apparent improvement in moderate levels 
of symptoms may disguise gradual and subtle benefits. Even during the 
course of a session, the apparent intransigence of a patient’s thinking in the 
face of the therapist’s best technical efforts may not mean that the patient 
has not benefited from the intervention. Some benefits of therapy may 
only become clear in the longer-term or may never become clear at all: 
it is impossible to know whether an individual patient would have done 
worse without therapy. This means that it is vital for therapists working 
with persistent depression to be able to tolerate uncertainty. Under these 
uncertain conditions, they must also be able to foster engagement from 
their patients. In a field previously proud of reducing uncertainty through 
a strong evidence base, these conclusions may seem to represent a back- 
ward step. However, it should be remembered that, in chronic depression, 
uncertainty is a step forward from hopelessness, and can be a precursor of 
engagement and satisfaction. 


The approach to cognitive therapy described here included a number of 
adaptations of the standard approach first used to treat acute depression. 
The style and techniques of therapy are adapted to address the obstacles 
presented by enduring negative beliefs. It seems likely that other thera- 
peutic approaches, such as CBASP, may also be of considerable benefit 
in persistent depression. Further research will be needed to identify the 
factors that may be common to the beneficial effects of different therapies 
in persistent depression and to ascertain whether particular approaches 
have unique benefits. The data currently available suggest that cognitive 
and emotional avoidance may be a particularly fruitful focus for cogni- 
tive therapy. The benefits of CBASP with particularly chronic patients and 
of interpersonal psychotherapy with patients with obsessive personalities 
suggests that an interpersonal focus might help to ‘dislodge’ the problems 
of particularly stuck or rigid patients. Whether it will ultimately be pos- 
sible to adapt cognitive therapy to incorporate the benefits of alternative 
approaches remains an interesting question worthy of future investigation. 


CONCLUSIONS 


Throughout this book, we have characterised persistent depression ac- 
cording to the ‘chronic cognitive triad’ of low self-esteem, helplessness 
and hopelessness. The cognitive model suggests that these themes are 
manifested in the overt thoughts and behaviour of patients with persis- 
tent depression, but are also reflections of their underlying conditional 
and unconditional beliefs. These beliefs tend to be refractory to contra- 
dictory information. Furthermore, processes of behavioural, cognitive and 
emotional avoidance have both psychological and social effects that tend 
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to confirm and entrench such beliefs. We have described how cognitive 
therapy attempts to address the overt thoughts, avoidance processes and 
beliefs of patients with persistent depression in order to progress towards 
goals of reducing symptoms, improving social functioning and decreasing 
vulnerability. The treatment of persistent depression requires considera- 
tion of a complex array of interacting factors. A number of factors emerge 
throughout the book as requiring such consideration, and we highlight 
some of these in this concluding section. 


Gender 


It is important when working with persistent depression to have some idea 
of the variety of different kinds of presentation. The gender of the patient 
can have important influences on a number of other variables. Female 
patients tend to be younger and experience more impairment in marital 
and social relations, whereas male patients tend to be older with more 
impairment in the realm of work (Kornstein et al., 2000). Clinical experi- 
ence suggests that women with persistent depression tend to have more 
prominent concerns about inherent unacceptability, whereas concerns in 
men are more likely to revolve around weakness and the importance of 
emotional control. Familiarity with gender differences in presentation can 
be helpful, although some female patients can present in ways more typical 
of men, and vice versa. 


Emotional Regulation 


In working with acutely depressed patients, the use of standard cogni- 
tive therapy techniques within a satisfactory therapeutic relationship is 
usually sufficient to achieve adequate regulation of the patient’s emotion. 
With persistent depression, regulation of emotion demands more of an 
explicit focus in order to engage the patient and to further therapeutic 
goals. It is an important early step to determine the relative contributions 
of emotional under- and over-regulation to the patient’s problems and 
to conceptualise how these might relate to the patient’s avoidance strate- 
gies and beliefs. The therapist may need actively to adjust the style of 
therapy, sometimes being more probing and at other times more directive, 
in order to turn up or down the emotional ‘heat’. Helping the patient to 
identify and work towards levels of emotional experience that will help 
them to achieve their goals in therapy is often an implicit or explicit goal of 
therapy. 
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Interpersonal Focus 


In adjusting the style of therapy, the therapist adjusts the role they adopt 
in relation to the patient within the therapeutic relationship. The therapist 
can usefully pay attention to the effect the patient is having on him or 
her, and draw the patient’s attention to these effects. The negative effects, 
for example of the patient’s passivity in the interpersonal relationship, 
can then be made part of therapy and related to the formulation of the 
depression. The positive reactions of the therapist, for example to emo- 
tionally laden disclosures by the patient, can be highlighted and compared 
to the negative expectations of the patient in either formal or spontaneous 
behavioural experiments. Focusing attention on interactions in the therapy 
session in this way can provide an immediacy of experience for the patient 
that can circumvent the operation of their habitual avoidance strategies. 
The therapist is then in a good position to provide immediate reinforce- 
ment of any signs of changes the patient makes that promote the goals of 
therapy. This approach is more personal than the collaborative but some- 
what businesslike style that characterises the therapeutic interactions in 
acute depression, with its focus on problems outside the therapy session. 
The research described above tentatively suggests that an interpersonal 
focus in therapy may be particularly helpful in working with patients with 
rigid or obsessive personalities. 


Importance of Therapists’ Personal Qualities 


The need to combine trusted therapeutic procedures with attention to 
the interpersonal relationship places extra demands on the therapist. The 
patient’s belief that therapy will not work, their passivity and the resilience 
of their negative thinking can also be personally frustrating to the therapist 
whose remit is to facilitate change. Providing cognitive therapy for patients 
with persistent depression can therefore demand not only a high degree of 
technical competence, but also considerable reserves of patience, benevo- 
lence and tenacity on the part of the therapist. It is particularly important 
that the therapist’s own resources in this respect are supplemented by 
appropriate professional support and clinical supervision. 


Developing Positive Experiences 


Another counterbalance to the frustration of working with entrenched 
negative beliefs is to bring the focus onto the development of positive 
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experiences. The balance in therapy between countering negative experi- 
ences and fostering positive experiences needs frequent monitoring and 
revision. Whereas in acute depression, combating depressive symptoms 
can be expected to result in the re-emergence of positive experiences, in 
persistent depression kindling positive experiences usually requires more 
active intervention. Early in therapy, techniques with a positive focus, such 
as mastery and pleasure ratings, may be minimally successful. It often ap- 
pears that some framework for managing negative experience has to have 
been negotiated before patients will allow themselves significant experi- 
ence of positive emotions. 


Adopting Appropriate Expectations for Outcomes 


The unremittingly hopeless outlook of many patients with persistent de- 
pression, who often seem impervious to the therapist’s efforts or to any sign 
that things can improve, can be contagious. If the therapist also becomes 
demoralised and hopeless, the chances of therapy making any impact are 
lessened. Some patients can be carried along for a while by the enthusi- 
asm of the therapist, but become even more disillusioned when promised 
gains in therapy do not seem to materialise. In the face of the patient’s 
hopelessness, it is important for the therapist to balance the respective 
dangers of expecting too much and expecting too little (Scott, 1998). As 
described above, the benefits of therapy in any particular case are likely to 
be uncertain. Any benefits of therapy emerge from engaging in the process 
of therapy despite this uncertainty. If the therapist can help the patient to 
move from a position of hopelessness to one of uncertainty, an important 
step has been taken. This can provide the basis for the patient subsequently 
considering the possibility of gaining some satisfaction in life. 


Rising to the Challenge 


We suspect that some of the frustration of working with this group of pa- 
tients is evident on most, if not every, page of this book. We hope that 
another theme will also have emerged in the midst of all the frustration 
and hopelessness—that is, the joys of working with patients with persistent 
depression. The sheer complexity of patients’ problems can spark curios- 
ity. Even amidst the patients’ protestations of complete unacceptability, a 
certain affection for them can emerge. In a background of bleak hopeless- 
ness, some small sign of progress can be truly satisfying. The outcome of 
cognitive therapy for patients with persistent depression still leaves much 
room for improvement. We hope that our descriptions of this work will 
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provide some inspiration for therapists in carrying out their therapy. We 
also hope we will stimulate further improvements in our understanding of 
what will help patients with persistent depression. Thereby, these patients, 
and the therapists treating them, may be helped in realising greater fulfil- 
ment in their lives. 


SUMMARY POINTS 


e Inthe CN study of the treatment of residual depression, cognitive therapy 
resulted in some small improvements in symptoms and social function- 
ing, over and above the effects of continued medication. 

e Over a year’s follow-up, cognitive therapy resulted in worthwhile 
reductions in the rate of relapse into full major depression. 

e There was no evidence that standard measures of cognitive content 
mediated the reduction in relapse due to cognitive therapy. 

e There was some evidence that cognitive therapy reduces extremity of 
thinking and increases meta-awareness of negative thinking, and that 
these changes are associated with the reduced rate of relapse. 

e The Cognitive Behavioral Analysis System of Psychotherapy has pro- 
duced particularly impressive results in a major study of the treatment 
of chronic depression. 

e Other developments of cognitive therapy, including Mindfulness-Based 
Cognitive Therapy and Well-Being Therapy, have shown promising 
results, especially in the reduction of rates of relapse. 

e A number of cognitive factors, including avoidance, overgeneral mem- 
ory, rumination and positive cognition, merit further theoretical and 
therapeutic attention. 

e The benefits of therapy may not always be easily or immediately dis- 
cernible. 

e In adapting standard cognitive therapy, we have ascribed particular 
importance to gender differences, emotional regulation, interpersonal 
focus, therapists’ personal qualities and developing positive experiences. 

e For patients and therapists, moving from hopelessness to uncertainty 
may represent an important step forward. 


Appendix 1 
MEET THE PATIENTS 


Included here are brief biographies of each of the patients whose cases are discussed 
more than twice in the main text, where they are identified by their names being in 
italic. They are presented here in alphabetical order. For reasons of confidentiality, 
certain details have been changed and each patient described comprises features 
common to several different real people. However, we believe they remain typical 
of the range of patients presenting with persistent depression. 


Catherine 


Catherine is a 45-year-old married housewife. She has a 23-year-old son who lives 
at home and a 21-year-old daughter who has left home. She has been depressed 
since suffering a ‘nervous collapse’ five years ago, when she was unable to move 
for a day. At that time, she was investigated in hospital, and then transferred to 
a psychiatric ward for a few days when no physical pathology was identified. 
Since then she has suffered from at least moderate levels of depressive symptoms 
and has been treated by various mental health professionals. She complains of 
depressive symptoms including low mood, extreme fatigue, aching muscles, total 
loss of interest and inability to concentrate. 


Catherine was reluctant to discuss details of her upbringing from the outset, as she 
believed it would be unnecessarily painful. As she believed her depression was 
due to some sort of damage to her brain or nerves, she thought that such discus- 
sion would serve no purpose. Some details of her background were available in 
her notes, and later in therapy she did discuss her background. Most important 
in this was the extremely unhappy marriage of her parents, which often involved 
violence. Catherine and her brother would cower in fear at their parents’ fighting. 
Both parents were hostile and critical to the children, although reserved most of 
their physical violence for each other. Her mother left the home when Catherine 
was 9, which Catherine found terrifying, and came back several days later to collect 
the children. She described her adolescence as somewhat calmer. She continued to 
live with her mother and brother, and saw her father intermittently. Relationships 
with both parents improved, but she remained very wary of them and could not 
wait to leave home. She left school at 16 to work as a shop assistant, whereupon 
she also left home and went to live with some older friends. These friends intro- 
duced her to her husband, with whom she has a stable marriage. The stresses that 
seemed to contribute to the onset of her depression were some financial difficulties 
and her son getting into trouble for vandalism. Since she has become depressed, 
she has not worked and her husband does the vast majority of tasks around the 
home. 
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Dave 


Dave is a 46-year-old married man with three children. He presents as a quietly 
spoken and reserved man, who first came into contact with psychiatric services 
four years ago, having seriously contemplated suicide. The trigger for this was 
the collapse of his business due to a recession, as a consequence of which his 
house had been repossessed and he had been declared bankrupt. At assessment, he 
described his main problems as low mood, anger and irritability, a loss of confidence 
in his abilities and marital disharmony. On the Beck Depression Inventory, Dave 
scored 24. 


Dave was the eldest of six children born and raised in a mining village. He de- 
scribed a happy childhood with plenty of friends and lots of fun, particularly up to 
the age of 12. His family were not financially well off, but he described a caring and 
supportive relationship with both his parents and close bonds with his siblings. 
His father worked as a miner and his mother was a housewife who worked from 
home as a seamstress. Dave was academically able and was the only boy in his year 
at school to pass the 11+ and go to the Grammar School in a nearby town. This 
was seen as a great achievement in his family and he was encouraged to pursue 
this course. However, Dave found mixing with children from a more middle-class 
background daunting and perceived that he suffered discrimination at the hands of 
teachers as well as fellow pupils. His parents were unable to finance the extracurric- 
ular activities in which the other boys participated. He was also very conscious of 
his accent and made attempts to change this. Unfortunately, this backfired because 
at home in the village he would be ridiculed for being well spoken, so that Dave 
felt he didn’t fit in anywhere. In addition, his academic performance was not as 
outstanding as it had been in the village school. This led to a loss of confidence and 
was the beginning of Dave seeing himself as not good enough. Dave left school 
at 16 with some academic qualifications. At first, he had no real direction in terms 
of career and over the next 10 years worked in a variety of jobs. At the age of 26, he 
set up his own business, which after 15 years of graft became very profitable. At 
the age of 30, Dave married and the couple had three children. He described being 
happy with his life until his business was hit by recession. 


Elizabeth 


Elizabeth is a 55-year-old married woman with three grown up children, who works 
as a secretary. She relates the onset of her difficulties to an incident at work three 
years ago, when she was ostracised for following company procedures that others 
flouted. She describes being depressed for much of the time since. At assessment, 
she described her main symptoms as low mood, disturbed sleep and impaired 
thinking, as shown by an inability to get all her work completed. Elizabeth scored 
28 on the Beck Depression Inventory. 


Elizabeth was an only child born and raised in a semi-rural village. Her father was 
a manager in a local company and her mother was a housewife. The family were 
financially comfortable compared to others in the village. Elizabeth described her 
childhood as lacking affection and very strict, with a strong emphasis on duty. 
Her mother in particular set high standards for Elizabeth in terms of decorum, 
dress and practical tasks. If Elizabeth failed to meet these standards, she would 
be chastised and often publicly shamed. Elizabeth passed the 11+ and attended 
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the local Grammar School where she performed well. She had an ambition to train 
as a teacher. However, her mother forbade her to leave home, so she reluctantly 
attended secretarial college instead. Her mother also exerted control over her social 
life: she selected Elizabeth's friends, would not allow her to wear make-up or attend 
local dances and Elizabeth did not try alcohol until she was in her mid-thirties. At 
the age of 23, Elizabeth married a solicitor with whom she had been friendly for 
some years. From her mother’s perspective she had done something right for once 
in her life. Elizabeth described her marriage as caring and supportive. She had 
three children, worked part-time as a secretary and became involved in charitable 
work. However, she had always felt unfulfilled in life. Although she believed that 
she had done all that was expected of her, she also continued to have difficulties 
dealing with her now elderly mother. 


Graham 


Graham is a 44-year-old, divorced man who has been retired from his career as a 
teacher on grounds of ill health. He first presented to mental health services six 
years ago, describing a problem of stress due to difficulty in adapting to changes 
in his role at work. He describes his main problems as tiredness, lack of structure 
to his day and a loss of direction in his life. He presents as a reserved but pleasant 
and thoughtful man, but also as bitter about being retired after years of devoted 
service to his job. At assessment for cognitive therapy, he scored 20 on the Beck 
Depression Inventory. 


Graham was born and brought up in an affluent part of a city. He was an only child 
raised in a strict Church of England family. His father worked as a schoolteacher 
and his mother was a housewife who engaged in much charitable work for the 
local church. He described his childhood in positive terms but recognised there 
was a lack of overt affection, with an emphasis on giving time and thought to 
those less fortunate than himself. He described himself as a shy child who was 
easily embarrassed. Graham performed well at junior school and passed the 11+ 
in order to attend the local all boys Church of England Grammar School. Despite 
his shyness, Graham was able to make and sustain meaningful friendships with 
boys at school. At the age of 14, Graham rejected his religious upbringing and 
declared to himself that he was an atheist. However, he continued to attend church 
and church-based activities, as he felt unable to tell his parents of his decision. He 
achieved well academically and attended teacher training college. This was not a 
career he wished to pursue but was a decision taken on his behalf by his parents. 
From a sense of duty, Graham invested his self-esteem in this career. Graham had 
always been shy in the company of women and found mixing with them very 
difficult. He had his first relationship with a woman at age 25, and they married 
a year later. After they had been married for only two months, his wife left him. 
From this point onwards, Graham avoided relationships with women and devoted 
himself to his work until he encountered the difficulties leading to his depression. 


Jean 


Jean is a 30-year-old unmarried woman with four children, aged 13, 11, 8 and 5. 
She is currently in a relationship with a man who is not the father of her children 
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and has a history of violence and criminality. She has been depressed and receiving 
treatment for the last two years, since the end of her previous, more satisfactory re- 
lationship. Jean describes her main symptoms as tiredness, lack of motivation and 
low mood. She presents as talkative, eager to please and, to a large degree, down- 
plays her problems. Her Beck Depression Inventory score on assessment was 25. 


Jean was born and raised in an inner city area and was the older of two children. 
Her father was disabled as a result of an industrial accident when Jean was 3 years 
old. As a result of his disability, Jean’s mother worked full time in a local factory. 
Jean described her early childhood as happy, achieving normal milestones and 
performing well at school. She reported no difficulties until the age of 12, when her 
mother expected Jean to take on responsibility for the physical care of her father and 
certain household tasks. At this time, her performance at school deteriorated and 
Jean began to play truant. At the age of 15, she became involved in a relationship 
with an older man, who was renowned in the area for his violence and criminal 
activity. After six months, she became pregnant and by the age of 18 had two 
children. Her relationship with her partner was characterised by physical violence 
towards herself but not their children, and she left him when she was 19. Over the 
next five years Jean then had two further relationships with men with antisocial 
tendencies having a child with each of them. When she was 27, Jean embarked on 
a relationship with a man who ran his own business and was reliable, caring and 
supportive. They were together for a year before he ended the relationship because 
he felt unable to take on her children. It was at this point in her life that Jean became 
depressed and presented to psychiatric services. 


Julie 


Julie is a 42-year-old married woman with five children from a previous marriage. 
She has been treated for depression for much of the last seven years. Prior to this, 
she experienced two serious life events, her divorce and a serious illness requiring 
surgery. At assessment, she was tearful and angry, and identified her only problem 
as things going wrong in her life. On the Beck Depression Inventory, she scored 38. 


Julie was the youngest of 10 siblings born and raised in an inner city area. Her 
father worked sporadically, drank heavily and was physically violent towards her 
mother and the older siblings. Julie recalls her parents as largely absent in her life 
and she was raised by her eldest sister. Her sister was resentful of this responsibility 
and left Julie to her own devices, so that she was forced to fend for herself most of 
the time. She had one or two close friends, but described herself as a shy and quiet 
child who disliked school. She experienced teachers as critical and judgemental and 
was bullied by her peers, all of which she attributed to her father’s bad reputation. 
She played truant a good deal of the time from the age of 13 and left school at 
the age of 15 without any qualifications. She worked in a local shop and soon 
became involved with a man 15 years her senior. After they were married, he 
soon became physically violent, but she stayed in the marriage at her mother’s 
insistence. Despite physical and sexual violence, Julie stayed with her husband for 
15 years and had five children. At the age of 33, with some difficulty Julie divorced 
her husband, shortly after which she required surgery for bowel problems. It was 
at age 35 that Julie first became depressed and came into contact with psychiatric 
services. Around this time, Julie met and married her current husband. While he 
was not physically abusive, he soon took responsibility for all household tasks and 
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insisted that Julie spend all her time in his company. Her depression worsened as 
she continued to experience various life events, culminating in the repossession of 
her house and her 14-year-old son being detained in a remand centre. 


Kate 


Kate is a 29-year-old single mother with two children, aged 6 and 3. She is un- 
employed, having had a succession of different jobs, and is not in a relationship, 
having had a succession of relationships, some of them abusive. She describes hav- 
ing had spells of depression for as long as she can remember. From her account and 
her medical records, at least six depressive episodes could be identified since her 
first contact with psychiatric services at 16. She has been depressed for most of the 
last two years, with only brief spells of feeling better. Although when she was seen 
for her cognitive therapy assessment she reported only minimal symptoms, only 
two weeks earlier she had reported a ‘full house’ of depressive symptoms to her 
psychiatrist. When depressed, her symptoms include low mood, anxiety, fatigue, 
loss of interest, guilt, poor concentration and urges to self-harm. 


Kate was born to parents who were financially well off and has one younger 
brother. Her father was a successful businessman, who she described as moody 
and unpredictable at home. She remembers him as highly critical of her, especially 
in comparison to her younger brother who was clearly his favourite. She received 
occasional beatings, sometimes with a belt. She got on better with her mother, who 
nevertheless often chided her for upsetting her father. Her father left home when 
she was 9 for another woman, after which Kate was told by her mother that her 
father did not love her. In the following years, Kate described her mother as often 
‘being in a state’ and felt that she often got the blame for upsetting her. Her mother 
had become very upset over Kate’s first boyfriend when she was 15, and had been 
to see the boy’s parents in outrage at the possibility of some sexual activity. Kate did 
well at school until the age of 15, and got good grades in her ‘ʻO’ levels despite prob- 
ably suffering from her first episode of depression. However, she left school just 
before taking her ‘A’ levels, probably due to her depression. After leaving school, 
she had a range of jobs, mainly as a secretary or in hotels, the longest of which was 
for two years. Most of her relationships with men were also short-lived, and she 
remembered none of them with any affection. The longest of these was with the 
father of her children, with whom she lived for two separate periods. During each 
of these times, she became pregnant and had to move out after the birth of each 
child due to her partner’s violence towards her. Since the second of these occasions 
two years ago, she has had intermittent relationships with men friends and has not 
worked. 


Marion 


Marion is a 54-year-old divorced woman who describes having been depressed 
over much of the last 30 years. Her depressive symptoms have worsened over the 
past 12 months in response to her eldest son leaving home. As a result, she has 
become unable to continue in her job as a cleaner. At assessment, Marion presented 
as anxious and utterly hopeless. Her mood was flat and answers to questions were 
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monosyllabic. She had no structure to her day and no social contact. Marion scored 
40 on the Beck Depression Inventory. 


Marion was born and raised in a seaside town. She was the youngest of three chil- 
dren in a family characterised by physical and emotional abuse. Her father was 
a labourer in the building trade and had longstanding problems of drinking and 
gambling. As a consequence, the family was often in debt and Marion had vivid 
memories of the family hiding from debtors who came to the door. On occasions, 
they had to go without food due to lack of money. When her father was at home, 
he was often drunk and physically violent towards her mother and her elder two 
brothers, although not to Marion herself. Her mother would keep Marion with her 
at all times and would frequently use Marion to protect herself from her husband’s 
rage. Marion recalls her mother being depressed during most of her childhood. 
She often had to care for her mother emotionally, as well as performing household 
tasks. Marion’s education was disrupted as a result. She had few friends and found 
it difficult to mix with others. Her erratic school attendance meant that she did not 
perform well academically and left at age 15 without any qualifications. She secured 
work ina local factory. At the age of 17, Marion became involved with an older man 
and married him in order to escape her home life. She stated that she never really 
cared for him but saw him as her only chance of escaping her parents. She had 
two children with this man, who several months into their marriage had become 
physically and sexually abusive. At the age of 25, Marion left her husband. It was at 
this point in her life that she first sought help from mental health services. Over the 
course of the next 25 years, Marion experienced repeated episodes of depression. 
Treatment involved numerous antidepressants, electroconvulsive therapy, social 
work input, assessment for Formal Psychotherapy (for which her problems were 
deemed unsuitable) and long-term support from Community Psychiatric Nurses. 
Over this time, Marion felt that she had never made a complete recovery from her ill- 
ness. She had one further relationship with a man who was controlling and sexually 
abusive. 


Peter 


Peter is a 54-year-old married man. His problems started some eight years ago, 
when the local company for whom he worked was taken over by a large multi- 
national. This led to redundancies, which Peter had to implement. He found this 
unbearable and took sick leave with anxiety and depression. Four years later, af- 
ter two attempts at returning to work, Peter was retired against his wishes on the 
grounds of ill health. Following this, his depression worsened significantly and has 
barely improved since. At assessment, he described his main problems as social 
withdrawal, anxiety when going out during the day, loss of purpose to his life and 
a deep sense of shame that he has become depressed. He experienced a great deal 
of difficulty talking about his problems. He attributed this to the humiliation he felt 
about crying, which occurred whenever he attempted to discuss his illness. Peter 
scored 32 on the Beck Depression Inventory. 


Peter was born and raised in Scotland. His father worked in a factory, his mother 
was a housewife and he had two younger sisters. He described his childhood as 
normal for the area, in that he was raised to work hard and respect his elders. 
He described his father as his main role model in life. Peter mixed well socially 
both at home and at school, and was above average in his academic performance. 
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a number of sessions, a lack of apparent improvement in moderate levels 
of symptoms may disguise gradual and subtle benefits. Even during the 
course of a session, the apparent intransigence of a patient’s thinking in the 
face of the therapist’s best technical efforts may not mean that the patient 
has not benefited from the intervention. Some benefits of therapy may 
only become clear in the longer-term or may never become clear at all: 
it is impossible to know whether an individual patient would have done 
worse without therapy. This means that it is vital for therapists working 
with persistent depression to be able to tolerate uncertainty. Under these 
uncertain conditions, they must also be able to foster engagement from 
their patients. In a field previously proud of reducing uncertainty through 
a strong evidence base, these conclusions may seem to represent a back- 
ward step. However, it should be remembered that, in chronic depression, 
uncertainty is a step forward from hopelessness, and can be a precursor of 
engagement and satisfaction. 


The approach to cognitive therapy described here included a number of 
adaptations of the standard approach first used to treat acute depression. 
The style and techniques of therapy are adapted to address the obstacles 
presented by enduring negative beliefs. It seems likely that other thera- 
peutic approaches, such as CBASP, may also be of considerable benefit 
in persistent depression. Further research will be needed to identify the 
factors that may be common to the beneficial effects of different therapies 
in persistent depression and to ascertain whether particular approaches 
have unique benefits. The data currently available suggest that cognitive 
and emotional avoidance may be a particularly fruitful focus for cogni- 
tive therapy. The benefits of CBASP with particularly chronic patients and 
of interpersonal psychotherapy with patients with obsessive personalities 
suggests that an interpersonal focus might help to ‘dislodge’ the problems 
of particularly stuck or rigid patients. Whether it will ultimately be pos- 
sible to adapt cognitive therapy to incorporate the benefits of alternative 
approaches remains an interesting question worthy of future investigation. 


CONCLUSIONS 


Throughout this book, we have characterised persistent depression ac- 
cording to the ‘chronic cognitive triad’ of low self-esteem, helplessness 
and hopelessness. The cognitive model suggests that these themes are 
manifested in the overt thoughts and behaviour of patients with persis- 
tent depression, but are also reflections of their underlying conditional 
and unconditional beliefs. These beliefs tend to be refractory to contra- 
dictory information. Furthermore, processes of behavioural, cognitive and 
emotional avoidance have both psychological and social effects that tend 
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to confirm and entrench such beliefs. We have described how cognitive 
therapy attempts to address the overt thoughts, avoidance processes and 
beliefs of patients with persistent depression in order to progress towards 
goals of reducing symptoms, improving social functioning and decreasing 
vulnerability. The treatment of persistent depression requires considera- 
tion of a complex array of interacting factors. A number of factors emerge 
throughout the book as requiring such consideration, and we highlight 
some of these in this concluding section. 


Gender 


It is important when working with persistent depression to have some idea 
of the variety of different kinds of presentation. The gender of the patient 
can have important influences on a number of other variables. Female 
patients tend to be younger and experience more impairment in marital 
and social relations, whereas male patients tend to be older with more 
impairment in the realm of work (Kornstein et al., 2000). Clinical experi- 
ence suggests that women with persistent depression tend to have more 
prominent concerns about inherent unacceptability, whereas concerns in 
men are more likely to revolve around weakness and the importance of 
emotional control. Familiarity with gender differences in presentation can 
be helpful, although some female patients can present in ways more typical 
of men, and vice versa. 


Emotional Regulation 


In working with acutely depressed patients, the use of standard cogni- 
tive therapy techniques within a satisfactory therapeutic relationship is 
usually sufficient to achieve adequate regulation of the patient’s emotion. 
With persistent depression, regulation of emotion demands more of an 
explicit focus in order to engage the patient and to further therapeutic 
goals. It is an important early step to determine the relative contributions 
of emotional under- and over-regulation to the patient’s problems and 
to conceptualise how these might relate to the patient’s avoidance strate- 
gies and beliefs. The therapist may need actively to adjust the style of 
therapy, sometimes being more probing and at other times more directive, 
in order to turn up or down the emotional ‘heat’. Helping the patient to 
identify and work towards levels of emotional experience that will help 
them to achieve their goals in therapy is often an implicit or explicit goal of 
therapy. 
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Interpersonal Focus 


In adjusting the style of therapy, the therapist adjusts the role they adopt 
in relation to the patient within the therapeutic relationship. The therapist 
can usefully pay attention to the effect the patient is having on him or 
her, and draw the patient’s attention to these effects. The negative effects, 
for example of the patient’s passivity in the interpersonal relationship, 
can then be made part of therapy and related to the formulation of the 
depression. The positive reactions of the therapist, for example to emo- 
tionally laden disclosures by the patient, can be highlighted and compared 
to the negative expectations of the patient in either formal or spontaneous 
behavioural experiments. Focusing attention on interactions in the therapy 
session in this way can provide an immediacy of experience for the patient 
that can circumvent the operation of their habitual avoidance strategies. 
The therapist is then in a good position to provide immediate reinforce- 
ment of any signs of changes the patient makes that promote the goals of 
therapy. This approach is more personal than the collaborative but some- 
what businesslike style that characterises the therapeutic interactions in 
acute depression, with its focus on problems outside the therapy session. 
The research described above tentatively suggests that an interpersonal 
focus in therapy may be particularly helpful in working with patients with 
rigid or obsessive personalities. 


Importance of Therapists’ Personal Qualities 


The need to combine trusted therapeutic procedures with attention to 
the interpersonal relationship places extra demands on the therapist. The 
patient’s belief that therapy will not work, their passivity and the resilience 
of their negative thinking can also be personally frustrating to the therapist 
whose remit is to facilitate change. Providing cognitive therapy for patients 
with persistent depression can therefore demand not only a high degree of 
technical competence, but also considerable reserves of patience, benevo- 
lence and tenacity on the part of the therapist. It is particularly important 
that the therapist’s own resources in this respect are supplemented by 
appropriate professional support and clinical supervision. 


Developing Positive Experiences 


Another counterbalance to the frustration of working with entrenched 
negative beliefs is to bring the focus onto the development of positive 
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experiences. The balance in therapy between countering negative experi- 
ences and fostering positive experiences needs frequent monitoring and 
revision. Whereas in acute depression, combating depressive symptoms 
can be expected to result in the re-emergence of positive experiences, in 
persistent depression kindling positive experiences usually requires more 
active intervention. Early in therapy, techniques with a positive focus, such 
as mastery and pleasure ratings, may be minimally successful. It often ap- 
pears that some framework for managing negative experience has to have 
been negotiated before patients will allow themselves significant experi- 
ence of positive emotions. 


Adopting Appropriate Expectations for Outcomes 


The unremittingly hopeless outlook of many patients with persistent de- 
pression, who often seem impervious to the therapist’s efforts or to any sign 
that things can improve, can be contagious. If the therapist also becomes 
demoralised and hopeless, the chances of therapy making any impact are 
lessened. Some patients can be carried along for a while by the enthusi- 
asm of the therapist, but become even more disillusioned when promised 
gains in therapy do not seem to materialise. In the face of the patient’s 
hopelessness, it is important for the therapist to balance the respective 
dangers of expecting too much and expecting too little (Scott, 1998). As 
described above, the benefits of therapy in any particular case are likely to 
be uncertain. Any benefits of therapy emerge from engaging in the process 
of therapy despite this uncertainty. If the therapist can help the patient to 
move from a position of hopelessness to one of uncertainty, an important 
step has been taken. This can provide the basis for the patient subsequently 
considering the possibility of gaining some satisfaction in life. 


Rising to the Challenge 


We suspect that some of the frustration of working with this group of pa- 
tients is evident on most, if not every, page of this book. We hope that 
another theme will also have emerged in the midst of all the frustration 
and hopelessness—that is, the joys of working with patients with persistent 
depression. The sheer complexity of patients’ problems can spark curios- 
ity. Even amidst the patients’ protestations of complete unacceptability, a 
certain affection for them can emerge. In a background of bleak hopeless- 
ness, some small sign of progress can be truly satisfying. The outcome of 
cognitive therapy for patients with persistent depression still leaves much 
room for improvement. We hope that our descriptions of this work will 
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provide some inspiration for therapists in carrying out their therapy. We 
also hope we will stimulate further improvements in our understanding of 
what will help patients with persistent depression. Thereby, these patients, 
and the therapists treating them, may be helped in realising greater fulfil- 
ment in their lives. 


SUMMARY POINTS 


e Inthe CN study of the treatment of residual depression, cognitive therapy 
resulted in some small improvements in symptoms and social function- 
ing, over and above the effects of continued medication. 

e Over a year’s follow-up, cognitive therapy resulted in worthwhile 
reductions in the rate of relapse into full major depression. 

e There was no evidence that standard measures of cognitive content 
mediated the reduction in relapse due to cognitive therapy. 

e There was some evidence that cognitive therapy reduces extremity of 
thinking and increases meta-awareness of negative thinking, and that 
these changes are associated with the reduced rate of relapse. 

e The Cognitive Behavioral Analysis System of Psychotherapy has pro- 
duced particularly impressive results in a major study of the treatment 
of chronic depression. 

e Other developments of cognitive therapy, including Mindfulness-Based 
Cognitive Therapy and Well-Being Therapy, have shown promising 
results, especially in the reduction of rates of relapse. 

e A number of cognitive factors, including avoidance, overgeneral mem- 
ory, rumination and positive cognition, merit further theoretical and 
therapeutic attention. 

e The benefits of therapy may not always be easily or immediately dis- 
cernible. 

e In adapting standard cognitive therapy, we have ascribed particular 
importance to gender differences, emotional regulation, interpersonal 
focus, therapists’ personal qualities and developing positive experiences. 

e For patients and therapists, moving from hopelessness to uncertainty 
may represent an important step forward. 


Appendix 1 
MEET THE PATIENTS 


Included here are brief biographies of each of the patients whose cases are discussed 
more than twice in the main text, where they are identified by their names being in 
italic. They are presented here in alphabetical order. For reasons of confidentiality, 
certain details have been changed and each patient described comprises features 
common to several different real people. However, we believe they remain typical 
of the range of patients presenting with persistent depression. 


Catherine 


Catherine is a 45-year-old married housewife. She has a 23-year-old son who lives 
at home and a 21-year-old daughter who has left home. She has been depressed 
since suffering a ‘nervous collapse’ five years ago, when she was unable to move 
for a day. At that time, she was investigated in hospital, and then transferred to 
a psychiatric ward for a few days when no physical pathology was identified. 
Since then she has suffered from at least moderate levels of depressive symptoms 
and has been treated by various mental health professionals. She complains of 
depressive symptoms including low mood, extreme fatigue, aching muscles, total 
loss of interest and inability to concentrate. 


Catherine was reluctant to discuss details of her upbringing from the outset, as she 
believed it would be unnecessarily painful. As she believed her depression was 
due to some sort of damage to her brain or nerves, she thought that such discus- 
sion would serve no purpose. Some details of her background were available in 
her notes, and later in therapy she did discuss her background. Most important 
in this was the extremely unhappy marriage of her parents, which often involved 
violence. Catherine and her brother would cower in fear at their parents’ fighting. 
Both parents were hostile and critical to the children, although reserved most of 
their physical violence for each other. Her mother left the home when Catherine 
was 9, which Catherine found terrifying, and came back several days later to collect 
the children. She described her adolescence as somewhat calmer. She continued to 
live with her mother and brother, and saw her father intermittently. Relationships 
with both parents improved, but she remained very wary of them and could not 
wait to leave home. She left school at 16 to work as a shop assistant, whereupon 
she also left home and went to live with some older friends. These friends intro- 
duced her to her husband, with whom she has a stable marriage. The stresses that 
seemed to contribute to the onset of her depression were some financial difficulties 
and her son getting into trouble for vandalism. Since she has become depressed, 
she has not worked and her husband does the vast majority of tasks around the 
home. 
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Dave 


Dave is a 46-year-old married man with three children. He presents as a quietly 
spoken and reserved man, who first came into contact with psychiatric services 
four years ago, having seriously contemplated suicide. The trigger for this was 
the collapse of his business due to a recession, as a consequence of which his 
house had been repossessed and he had been declared bankrupt. At assessment, he 
described his main problems as low mood, anger and irritability, a loss of confidence 
in his abilities and marital disharmony. On the Beck Depression Inventory, Dave 
scored 24. 


Dave was the eldest of six children born and raised in a mining village. He de- 
scribed a happy childhood with plenty of friends and lots of fun, particularly up to 
the age of 12. His family were not financially well off, but he described a caring and 
supportive relationship with both his parents and close bonds with his siblings. 
His father worked as a miner and his mother was a housewife who worked from 
home as a seamstress. Dave was academically able and was the only boy in his year 
at school to pass the 11+ and go to the Grammar School in a nearby town. This 
was seen as a great achievement in his family and he was encouraged to pursue 
this course. However, Dave found mixing with children from a more middle-class 
background daunting and perceived that he suffered discrimination at the hands of 
teachers as well as fellow pupils. His parents were unable to finance the extracurric- 
ular activities in which the other boys participated. He was also very conscious of 
his accent and made attempts to change this. Unfortunately, this backfired because 
at home in the village he would be ridiculed for being well spoken, so that Dave 
felt he didn’t fit in anywhere. In addition, his academic performance was not as 
outstanding as it had been in the village school. This led to a loss of confidence and 
was the beginning of Dave seeing himself as not good enough. Dave left school 
at 16 with some academic qualifications. At first, he had no real direction in terms 
of career and over the next 10 years worked in a variety of jobs. At the age of 26, he 
set up his own business, which after 15 years of graft became very profitable. At 
the age of 30, Dave married and the couple had three children. He described being 
happy with his life until his business was hit by recession. 


Elizabeth 


Elizabeth is a 55-year-old married woman with three grown up children, who works 
as a secretary. She relates the onset of her difficulties to an incident at work three 
years ago, when she was ostracised for following company procedures that others 
flouted. She describes being depressed for much of the time since. At assessment, 
she described her main symptoms as low mood, disturbed sleep and impaired 
thinking, as shown by an inability to get all her work completed. Elizabeth scored 
28 on the Beck Depression Inventory. 


Elizabeth was an only child born and raised in a semi-rural village. Her father was 
a manager in a local company and her mother was a housewife. The family were 
financially comfortable compared to others in the village. Elizabeth described her 
childhood as lacking affection and very strict, with a strong emphasis on duty. 
Her mother in particular set high standards for Elizabeth in terms of decorum, 
dress and practical tasks. If Elizabeth failed to meet these standards, she would 
be chastised and often publicly shamed. Elizabeth passed the 11+ and attended 
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the local Grammar School where she performed well. She had an ambition to train 
as a teacher. However, her mother forbade her to leave home, so she reluctantly 
attended secretarial college instead. Her mother also exerted control over her social 
life: she selected Elizabeth's friends, would not allow her to wear make-up or attend 
local dances and Elizabeth did not try alcohol until she was in her mid-thirties. At 
the age of 23, Elizabeth married a solicitor with whom she had been friendly for 
some years. From her mother’s perspective she had done something right for once 
in her life. Elizabeth described her marriage as caring and supportive. She had 
three children, worked part-time as a secretary and became involved in charitable 
work. However, she had always felt unfulfilled in life. Although she believed that 
she had done all that was expected of her, she also continued to have difficulties 
dealing with her now elderly mother. 


Graham 


Graham is a 44-year-old, divorced man who has been retired from his career as a 
teacher on grounds of ill health. He first presented to mental health services six 
years ago, describing a problem of stress due to difficulty in adapting to changes 
in his role at work. He describes his main problems as tiredness, lack of structure 
to his day and a loss of direction in his life. He presents as a reserved but pleasant 
and thoughtful man, but also as bitter about being retired after years of devoted 
service to his job. At assessment for cognitive therapy, he scored 20 on the Beck 
Depression Inventory. 


Graham was born and brought up in an affluent part of a city. He was an only child 
raised in a strict Church of England family. His father worked as a schoolteacher 
and his mother was a housewife who engaged in much charitable work for the 
local church. He described his childhood in positive terms but recognised there 
was a lack of overt affection, with an emphasis on giving time and thought to 
those less fortunate than himself. He described himself as a shy child who was 
easily embarrassed. Graham performed well at junior school and passed the 11+ 
in order to attend the local all boys Church of England Grammar School. Despite 
his shyness, Graham was able to make and sustain meaningful friendships with 
boys at school. At the age of 14, Graham rejected his religious upbringing and 
declared to himself that he was an atheist. However, he continued to attend church 
and church-based activities, as he felt unable to tell his parents of his decision. He 
achieved well academically and attended teacher training college. This was not a 
career he wished to pursue but was a decision taken on his behalf by his parents. 
From a sense of duty, Graham invested his self-esteem in this career. Graham had 
always been shy in the company of women and found mixing with them very 
difficult. He had his first relationship with a woman at age 25, and they married 
a year later. After they had been married for only two months, his wife left him. 
From this point onwards, Graham avoided relationships with women and devoted 
himself to his work until he encountered the difficulties leading to his depression. 


Jean 


Jean is a 30-year-old unmarried woman with four children, aged 13, 11, 8 and 5. 
She is currently in a relationship with a man who is not the father of her children 
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and has a history of violence and criminality. She has been depressed and receiving 
treatment for the last two years, since the end of her previous, more satisfactory re- 
lationship. Jean describes her main symptoms as tiredness, lack of motivation and 
low mood. She presents as talkative, eager to please and, to a large degree, down- 
plays her problems. Her Beck Depression Inventory score on assessment was 25. 


Jean was born and raised in an inner city area and was the older of two children. 
Her father was disabled as a result of an industrial accident when Jean was 3 years 
old. As a result of his disability, Jean’s mother worked full time in a local factory. 
Jean described her early childhood as happy, achieving normal milestones and 
performing well at school. She reported no difficulties until the age of 12, when her 
mother expected Jean to take on responsibility for the physical care of her father and 
certain household tasks. At this time, her performance at school deteriorated and 
Jean began to play truant. At the age of 15, she became involved in a relationship 
with an older man, who was renowned in the area for his violence and criminal 
activity. After six months, she became pregnant and by the age of 18 had two 
children. Her relationship with her partner was characterised by physical violence 
towards herself but not their children, and she left him when she was 19. Over the 
next five years Jean then had two further relationships with men with antisocial 
tendencies having a child with each of them. When she was 27, Jean embarked on 
a relationship with a man who ran his own business and was reliable, caring and 
supportive. They were together for a year before he ended the relationship because 
he felt unable to take on her children. It was at this point in her life that Jean became 
depressed and presented to psychiatric services. 


Julie 


Julie is a 42-year-old married woman with five children from a previous marriage. 
She has been treated for depression for much of the last seven years. Prior to this, 
she experienced two serious life events, her divorce and a serious illness requiring 
surgery. At assessment, she was tearful and angry, and identified her only problem 
as things going wrong in her life. On the Beck Depression Inventory, she scored 38. 


Julie was the youngest of 10 siblings born and raised in an inner city area. Her 
father worked sporadically, drank heavily and was physically violent towards her 
mother and the older siblings. Julie recalls her parents as largely absent in her life 
and she was raised by her eldest sister. Her sister was resentful of this responsibility 
and left Julie to her own devices, so that she was forced to fend for herself most of 
the time. She had one or two close friends, but described herself as a shy and quiet 
child who disliked school. She experienced teachers as critical and judgemental and 
was bullied by her peers, all of which she attributed to her father’s bad reputation. 
She played truant a good deal of the time from the age of 13 and left school at 
the age of 15 without any qualifications. She worked in a local shop and soon 
became involved with a man 15 years her senior. After they were married, he 
soon became physically violent, but she stayed in the marriage at her mother’s 
insistence. Despite physical and sexual violence, Julie stayed with her husband for 
15 years and had five children. At the age of 33, with some difficulty Julie divorced 
her husband, shortly after which she required surgery for bowel problems. It was 
at age 35 that Julie first became depressed and came into contact with psychiatric 
services. Around this time, Julie met and married her current husband. While he 
was not physically abusive, he soon took responsibility for all household tasks and 
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insisted that Julie spend all her time in his company. Her depression worsened as 
she continued to experience various life events, culminating in the repossession of 
her house and her 14-year-old son being detained in a remand centre. 


Kate 


Kate is a 29-year-old single mother with two children, aged 6 and 3. She is un- 
employed, having had a succession of different jobs, and is not in a relationship, 
having had a succession of relationships, some of them abusive. She describes hav- 
ing had spells of depression for as long as she can remember. From her account and 
her medical records, at least six depressive episodes could be identified since her 
first contact with psychiatric services at 16. She has been depressed for most of the 
last two years, with only brief spells of feeling better. Although when she was seen 
for her cognitive therapy assessment she reported only minimal symptoms, only 
two weeks earlier she had reported a ‘full house’ of depressive symptoms to her 
psychiatrist. When depressed, her symptoms include low mood, anxiety, fatigue, 
loss of interest, guilt, poor concentration and urges to self-harm. 


Kate was born to parents who were financially well off and has one younger 
brother. Her father was a successful businessman, who she described as moody 
and unpredictable at home. She remembers him as highly critical of her, especially 
in comparison to her younger brother who was clearly his favourite. She received 
occasional beatings, sometimes with a belt. She got on better with her mother, who 
nevertheless often chided her for upsetting her father. Her father left home when 
she was 9 for another woman, after which Kate was told by her mother that her 
father did not love her. In the following years, Kate described her mother as often 
‘being in a state’ and felt that she often got the blame for upsetting her. Her mother 
had become very upset over Kate’s first boyfriend when she was 15, and had been 
to see the boy’s parents in outrage at the possibility of some sexual activity. Kate did 
well at school until the age of 15, and got good grades in her ‘ʻO’ levels despite prob- 
ably suffering from her first episode of depression. However, she left school just 
before taking her ‘A’ levels, probably due to her depression. After leaving school, 
she had a range of jobs, mainly as a secretary or in hotels, the longest of which was 
for two years. Most of her relationships with men were also short-lived, and she 
remembered none of them with any affection. The longest of these was with the 
father of her children, with whom she lived for two separate periods. During each 
of these times, she became pregnant and had to move out after the birth of each 
child due to her partner’s violence towards her. Since the second of these occasions 
two years ago, she has had intermittent relationships with men friends and has not 
worked. 


Marion 


Marion is a 54-year-old divorced woman who describes having been depressed 
over much of the last 30 years. Her depressive symptoms have worsened over the 
past 12 months in response to her eldest son leaving home. As a result, she has 
become unable to continue in her job as a cleaner. At assessment, Marion presented 
as anxious and utterly hopeless. Her mood was flat and answers to questions were 
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monosyllabic. She had no structure to her day and no social contact. Marion scored 
40 on the Beck Depression Inventory. 


Marion was born and raised in a seaside town. She was the youngest of three chil- 
dren in a family characterised by physical and emotional abuse. Her father was 
a labourer in the building trade and had longstanding problems of drinking and 
gambling. As a consequence, the family was often in debt and Marion had vivid 
memories of the family hiding from debtors who came to the door. On occasions, 
they had to go without food due to lack of money. When her father was at home, 
he was often drunk and physically violent towards her mother and her elder two 
brothers, although not to Marion herself. Her mother would keep Marion with her 
at all times and would frequently use Marion to protect herself from her husband’s 
rage. Marion recalls her mother being depressed during most of her childhood. 
She often had to care for her mother emotionally, as well as performing household 
tasks. Marion’s education was disrupted as a result. She had few friends and found 
it difficult to mix with others. Her erratic school attendance meant that she did not 
perform well academically and left at age 15 without any qualifications. She secured 
work ina local factory. At the age of 17, Marion became involved with an older man 
and married him in order to escape her home life. She stated that she never really 
cared for him but saw him as her only chance of escaping her parents. She had 
two children with this man, who several months into their marriage had become 
physically and sexually abusive. At the age of 25, Marion left her husband. It was at 
this point in her life that she first sought help from mental health services. Over the 
course of the next 25 years, Marion experienced repeated episodes of depression. 
Treatment involved numerous antidepressants, electroconvulsive therapy, social 
work input, assessment for Formal Psychotherapy (for which her problems were 
deemed unsuitable) and long-term support from Community Psychiatric Nurses. 
Over this time, Marion felt that she had never made a complete recovery from her ill- 
ness. She had one further relationship with a man who was controlling and sexually 
abusive. 


Peter 


Peter is a 54-year-old married man. His problems started some eight years ago, 
when the local company for whom he worked was taken over by a large multi- 
national. This led to redundancies, which Peter had to implement. He found this 
unbearable and took sick leave with anxiety and depression. Four years later, af- 
ter two attempts at returning to work, Peter was retired against his wishes on the 
grounds of ill health. Following this, his depression worsened significantly and has 
barely improved since. At assessment, he described his main problems as social 
withdrawal, anxiety when going out during the day, loss of purpose to his life and 
a deep sense of shame that he has become depressed. He experienced a great deal 
of difficulty talking about his problems. He attributed this to the humiliation he felt 
about crying, which occurred whenever he attempted to discuss his illness. Peter 
scored 32 on the Beck Depression Inventory. 


Peter was born and raised in Scotland. His father worked in a factory, his mother 
was a housewife and he had two younger sisters. He described his childhood as 
normal for the area, in that he was raised to work hard and respect his elders. 
He described his father as his main role model in life. Peter mixed well socially 
both at home and at school, and was above average in his academic performance. 
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However, he saw his real achievements as being his many prizes and accolades in 
sports, including athletics, football and cricket. When he left school at 15, Peter was 
given the opportunity to undergo trials for a professional football team, but saw 
this as an unreliable source of income. Instead, he secured an apprenticeship in a 
local company where he remained for 30 years. During this time, Peter worked his 
way up the ranks from the shop floor to a management position, an achievement 
in which he took great pride. He got married in his early twenties and the couple 
had four children. He took his responsibilities as husband and father very seri- 
ously and believed it was his role to provide materially for the family. He was also 
heavily involved in social activities, including a running club and football team. 
When he reached 40, Peter decided to make financial provision to retire early and 
implemented a plan that would enable him to stop work at the age of 55. This plan 
was curtailed by his depression. 


Rosemary 


Rosemary is a 48-year-old woman in her second marriage. She has three children 
who have all now left home and are doing well. She has been on sick leave from 
her job as an administrator for nearly a year. She has had two previous episodes 
of depression, both of which responded to treatment. On this occasion, she has 
been depressed for about two years, since one of her daughters was seriously ill 
in hospital. Although the daughter made a full recovery, Rosemary has remained 
depressed ever since. She presents as reluctant to talk about her depression, but 
admits to low mood, prominent guilt, and suicidal thoughts. Her Beck Depression 
Inventory score at assessment was 30. 


Rosemary was an only child from a middle-class background. From her account, 
because her father had problems with drinking and gambling, her mother worked 
full time as a nurse. She did not get on well with her mother, who was strict and bad- 
tempered, but was closer to her father. She spent most of her childhood in the care 
of her grandparents, as her mother was often working and her father unreliable. 
She described her grandparents as kind to her, but she always knew that they were 
doing her a favour to look after her. As a result, she always felt obliged to help them 
in any way she could with various chores. Rosemary also worked hard at school, 
but did not have close friends, as she felt unable to invite anyone home. She went to 
college, where she suffered her first depressive episode, and since then has worked 
in various administrative positions. She got married in her early twenties, had three 
children and was happy for some years. However, her marriage deteriorated due to 
her husband’s heavy drinking, which left the family on the brink of financial ruin. 
After she divorced her husband, she became depressed but managed to return to 
work and provide for her family. She has since married again toa man she finds kind 
and reliable, and is confused by her inability to pull herself out of her depression. 


Stan 


Stan is a 58-year-old married man who was made redundant from his job as an office 
worker two years ago. He has two daughters, who are both married with children. 
He finds it hard to say how long he has been depressed, as he describes having 


APPENDIX 1: MEET THE PATIENTS 379 


had some feelings of depression for most of his life. He has received treatment 
for depression over the last four years. His main symptoms are lack of interest, 
tiredness, aching muscles and poor memory. At assessment for cognitive therapy, 
his score on the Beck Depression Inventory was 20. 


Stan was the youngest of three children born to a poor family in a small town. His 
father worked in a factory and his mother was a housewife. He described both 
his parents as kind, but was not close to them. Although the family did not have 
much money, there were never any difficulties at home, as everyone just got on 
with what they had to do. At school, Stan had some friends, but also remembered 
being teased a great deal. He pretended not to be bothered by this and did not talk 
about it. He performed averagely at school and left at the age of 16 for a job in the 
offices of the local council. He believed this was expected of him (as it had been of 
his older siblings), so that he would not continue to place a financial burden on his 
parents. He married his first serious girlfriend at the age of 19, and described his 
marriage as satisfactory, although he admitted to finding his wife rather bossy. He 
could report little incident in his life since then until being made redundant from 
his job. 


Appendix 2 


HANDOUTS FOR PATIENTS 


These handouts are copyright © 2003 Richard G. Moore and Anne Garland but 
may be photocopied without permission for use in therapy 
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Handout 1 
COGNITIVE THERAPY 


Using Cognitive Therapy to Treat Your Depression 


What is depression? 

Most of us suffer from spells of low mood from time to time when things are not 
going our way. However, clinical depression is different from these ordinary low 
spells. Firstly, the low mood is usually much more intense in clinical depression. 
Secondly, these feelings go on for longer than an ordinary low patch, sometimes for 
months at a time. Finally, depression does not just affect your mood. The physical 
symptoms of depression include difficulty sleeping, feeling tired all the time, changes 
in weight or appetite, and becoming physically slowed down or agitated. 


Thinking in depression 

The basic principle of cognitive therapy is that our emotional reactions such as 
sadness, anxiety, guilt and anger result, not only from situations in themselves, 
but also from the view we take of them. People who are depressed tend to see 
themselves and their lives in a very negative way. For example, imagine that two 
men, John and Peter, who have both been doing the same job at the same place, are 
made redundant. 


John may think: 


‘Oh dear! How am I going to fill my time? I must have a job. Life has no purpose 
without one. Now there’s no point getting out of bed in the mornings.’ 


After a time John may start to feel quite depressed as he contemplates his predica- 
ment. 


Meanwhile, Peter on receiving his redundancy notice may think: 


‘Thank goodness! I never have to go to that place again and do that boring job. 
What a relief to get away.’ 


Peter may feel relieved and quite happy with his new found circumstances. 


John and Peter are experiencing the same event or situation but have reacted dif- 
ferently. What is the reason for their differing reactions? To simplify a complex 
process, it is to do with our thoughts about ourselves, other people and the world 
in general. If people get depressed, negative thoughts can come to mind in everyday 
situations. 


The cognitive model of depression 

The basic idea can be illustrated using the model in Figure A.1. This was devised by 
a cognitive therapist called Christine Padesky and is a way to try and understand 
problems like depression. 
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Figure A.1 


There are four aspects to ourselves, which are inter-related: thoughts, behaviour, 
biology and emotions. In addition we live in and interact with the world around 
us, the environment. The environment we live in includes our family or the people 
around us, our work situation and the community. We are all affected by both our 
current environment (e.g. work stress, family tensions) and our past environment 
(e.g. childhood experiences). 


Because all these areas are inter-related, even small changes in any one of them 
will produce changes in other areas. To try and illustrate this further, let’s return to 
John and Peter. 


When John wakes up, he no longer has a job to go to, his ENVIRONMENT has 
changed. 


He lies in bed feeling tired and lethargic, he seemingly has no energy. (BIOLOGY) 
He feels sad and despondent. (EMOTION) 


As John dwells on his predicament he thinks: ‘There is no point in getting up, there 
is nothing to do, no job to go to, life is meaningless.’ (THOUGHT) 


John may as a result stay in bed. (BEHAVIOUR) 

Several hours later John’s further thoughts may be: ‘Look at me, I’m still in bed. 
This is terrible. I’m just being lazy. I should be working. Perhaps if I'd tried harder 
I’d still have a job. It’s all my fault, I’m pretty useless really, I’ve let everyone down.’ 
(THOUGHT) 


John may continue to be inactive and stay in bed (BEHAVIOUR) paralysed by 
thoughts of how hopeless his situation is and how worthless he seems. 
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Figure A.2 


The downward spiral 

A vicious circle can be established which can drag your mood right down. The 
worse you feel, the more likely it is that negative thoughts will come to mind and 
the more believable they will seem. The more you believe this bleak way of seeing 
things, the worse you feel. Further, the worse you feel, the less likely it is that you 
will do things that might help you to feel better. As you find it harder to do things, 
you may see this as further evidence of laziness and inadequacy, so cranking the 
vicious circle round a further turn, as shown in Figure A.2. 


Types of negative thinking 

To break these vicious circles, we have to find out which negative thoughts are 
feeding them. Many negative thoughts are automatic and just pop up into your mind 
with no reason. Many such negative automatic thoughts (NATs) relate to the particular 
situation you are in at the time. Other thoughts in depression are more general 
beliefs which you may have held for some time. These beliefs may maintain the 


Types of negative thinking Example: John 

NEGATIVE Occur in specific situations. Pop “There’s no point in getting 

AUTOMATIC _ into your head without any up.’ ‘Life is meaningless.’ 

THOUGHTS effort on your part. Often Tm useless.’ ‘I’ve let 
exaggerated and you don’t everyone down.’ 
think to question them. 

BELIEFS Rules we develop as ‘Unless I am productive, then 
individuals that govern our I won't be respected and 
behaviour in a variety of people will reject me.’ 
situations. 

Fundamental beliefs about ‘Lam worthless.’ ‘Other 
ourselves or others, which we people are critical.’ 


accept as facts. 
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depression and show up in how you think, how you feel and how you behave in 
different situations. 


The aims of cognitive therapy 

Cognitive therapy is a talking therapy which aims to help you to identify and question 
the negative thoughts contributing to your depression. These negative thoughts 
tend to seem completely believable. But plausible though they seem, they can be 
unrealistic and unhelpful. By identifying negative thoughts in particular situations 
and then trying to tackle behaviours and thoughts it is possible to improve how 
you feel. 


Usually we just accept that what we think is true, but in depression it is important 
to catch the negative thoughts. To see how accurate each thought is, it is helpful to 
look at the evidence for that idea. When depressed, you tend to see only the facts 
which support a negative view (e.g. the mistake) and overlook any positive things 
about you or what you have. It is important also to examine any facts which would 
support a more positive view (e.g. the times you did it right). When this balance 
is introduced, the negative thought may seem less powerful and a less negative 
conclusion may seem more probable (e.g. Everyone makes mistakes when they are 
in a hurry). This approach can suggest different ways of handling the upsetting 
situation: there may be a course of action which would improve your mood or start 
to solve the problem. 


Don’t worry if these ideas seem complicated at first. An important part of treatment 
is to try and understand your depression, where it comes from and how it affects 
you at the present time. Your therapist will work with you over a number of weeks 
at trying to identify these patterns—this handout is just the initial introduction that 
you and your therapist will continue to build on. 


The practicalities of receiving cognitive therapy 

There are usually about 16-20 sessions of therapy over a period of about six months. 
It is helpful if sessions are weekly at the start of therapy and then spaced out nearer 
the end of therapy. Each session will last an hour. As the therapy aims to look at 
ways you can help yourself, what you do between sessions is very important. Your 
therapist will discuss with you things that it might be helpful for you to do, for 
example, making a note of things you have done or what went through your mind 
at the times you felt at your worst. You are also encouraged to let your therapist 
know how you are finding therapy, so that together you can find out which things 
are most helpful to you. 


Copyright © 2003 Richard G. Moore and Anne Garland 


APPENDIX 2: HANDOUTS FOR PATIENTS 387 


Handout 2 
AUTOMATIC THOUGHTS 


How to Become Aware of Your Automatic Thoughts 


The aim in cognitive therapy is to reduce the effect of your negative thoughts on 
how you feel. The first step is to recognise these thoughts. 


What are negative automatic thoughts (NATs)? Negative automatic thoughts are: 


1. Negative: they make you feel even worse about yourself (e.g. I’m useless) and 
your life (e.g. It’s all hopeless). They also stop you from helping yourself (e.g. 
There’s no point). 

2. Automatic: they just pop up into your mind, you don’t decide to think them. In 
fact, you may find it hard not to think them, as they are like a habit. 

3. Believable: they seem to be right. They seem to be facts and you will tend to accept 
them. 

4. Biased: although they seem right, they are likely to be distorted or inaccurate. 
They may have some support from how you feel or things that have happened, 
but ignore many other facts which do not fit such a negative view. 


How to catch NATs. This will be quite hard at first. They may have become a habit 
or you may think that they are not thoughts but reality. To learn to catch these 
thoughts: 


1. Use your feelings as a cue. Whenever you notice feeling upset or your mood takes 
a downturn, ask yourself ‘What was going through my mind just then?’ 

2. Look out for pictures as well as words. Sometimes the NATs take the form of 
pictures or images in your mind’s eye. It is important to watch out for these 
images. 

3. If you seem to be upset by an event rather than a thought, ask ‘How did I view 
this situation?’ or ‘What did this mean to me?’ 


Counting NATs. With breaking any habit, catching yourself at it is the first hurdle. 
Counting the thoughts is one way of doing this. At first, ‘tuning in’ to the negative 
things you are saying to yourself can make you feel bad. However, you will soon 
find that you are more able to stand back from them. Try to catch and observe them 
as they come to mind. You might try putting ticks on a piece of paper or card, or 
counting them using a golf or knitting counter. Then you can easily see how many 
you had that day. At first, the daily tally will go up as you get better at catching them. 


Writing down your NATs. The best way to become aware of your NATs is to 
write them down. It is best to do this as soon as you notice your mood going down. 
However, sometimes it may be necessary just to make a mental note and jot it down 
later. You may find that some thoughts come to mind over and again. Sometimes, 
just catching them and jotting them down can take out some of the sting or help you 
see things differently. At other times, you will need to use the ways of answering 
back these thoughts that you will learn during therapy. 


Beware:... There are a number of reasons or excuses for not catching or writing 
down your thoughts. It may seem like a lot of effort when you are already finding 


Copyright © 2003 Richard G. Moore and Anne Garland 


388 COGNITIVE THERAPY FOR PERSISTENT DEPRESSION 


it hard to cope. You may worry that writing the thoughts will only make you feel 
worse. You may think that it is stupid having such thoughts. Although identifying 
NATs may involve effort and upset at first, remember that it will get easier with 
practice. On the other hand, not tackling these thoughts leaves them free to bother 
you just as much in the future. There is no pain free way of overcoming depression, 
but as your skills improve, your efforts will help you to feel better. 


How to Question Your Automatic Thoughts 


Negative thoughts will come to mind when you feel low and will make you 
feel worse. However, the more you practise standing back and questioning your 
thoughts, the less they will affect the way you feel. Catching and answering these 
thoughts in your head is the eventual goal. However, to begin with, most people 
find that the negative thoughts come back and wipe out the ‘answers’. If you write 
your answers down, they are there in black and white even if the automatic thought 
does come back. The more practice you get at answering your thoughts on paper, 
the easier you will find it to talk back to them. Try the following steps: 


e Was your thinking biased in a negative way? Which of the thinking errors (all- 
or-nothing thinking, overgeneralising, etc.) did you make? 


e What is the evidence for the thought? What are the facts? Is the thought based 
on facts? Are there any facts which go against it? Would it stand up in court? 


e What are the alternative explanations? How would someone else see the situa- 
tion? How would you see it if it was someone else? Or in a year’s time? Taking 
into account all the facts, would another viewpoint fit better? 


e What is the effect of thinking this way? Are you just making yourself more 
depressed? Will this view help you to overcome the problems you are facing? 
Would another way of seeing things help you to act in the way you would like? 


e How can you test out the accuracy of this thought? How did/would the situation 
actually turn out? What further information could help you find out which view 
fits best? 


e To the extent the thought is true, what action can you take? What can you do to 
improve things? How could you change the situation? Could you make it less of 
a problem for yourself? How could you improve your skill at dealing with it? 


Remember: Finding convincing answers to your negative thoughts will be difficult 
at first. The more practice you give yourself, the better. Sometimes you may be too 
upset to find answers to negative thoughts. If so, write the thoughts down and come 
back to them later on when you are feeling calmer. Beware of finding excuses for 
not bothering with all this. If you ignore the thoughts, they will continue to upset 
you just the same. By putting in the effort to question them, you will gradually 
help yourself feel better. 
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What Thinking Errors Are You Making? 


When you are depressed, your thoughts about yourself, your life and the future 
may all contain negative biases or errors. These biases distort your thinking and 
make you feel worse. 


1. All-or-nothing thinking You see things as black or white with nothing in be- 
tween. If what you do is not perfect, it is a failure, e.g. ‘I made two mistakes in that 
letter—it was a total failure’, ‘I didn’t get all the shopping I wanted—it was a waste 
of time’. 


2. Mental filter You single out anything negative and dwell on it, ignoring any 
positive factors. You see only your shortcomings, e.g. You make a nice dinner but 
overcook one vegetable and conclude the whole dinner is a disaster. You think only 
about the mistakes you have made and so see your life as a string of failures. 


3. Overgeneralisation Having singled out one or more negatives, you see them as 
a general pattern of disaster, e.g. ‘I made a mistake—I can never do a thing right’, 
‘This argument proves nobody likes me’. 


4. Labelling You call yourself unpleasant names which seem to sum you up. These 
are based on one or two negative occurrences, ignore everything else about you 
and may imply many faults you don’t have, e.g. Tm a failure’ or Tm a wimp’. 


5. Disqualifying the positive Even if you do become aware of positive facts, you 
find a way to discount them, e.g. ‘I did manage to get some things done, but anyone 
would have done it’, ‘I enjoyed going out, but I only felt down again afterwards’. 


6. Exaggeration or Catastrophisation You magnify any shortcomings until they 
seem like unforgivable faults and magnify any mishaps until they seem like total 
disasters, e.g. after making a stupid sounding comment at a meeting, you think 
you made a complete fool of yourself and it was awful/terrible. 


7. Jumping to conclusions You see things as negative whether or not you have 
any facts. You assume special powers to tell how badly people are thinking of you 
(mind reading) or what is going to go wrong in the future (crystal ball gazing/ 
fortune telling), e.g. ‘If I go to that party, no-one will like me’, ‘I’m going to be 
sacked’. 


8. Personalisation If something bad happens, you assume that it was your fault, 
ignoring other more likely causes, e.g. “The kids were behaving badly today—I 
must be a bad mother’, ‘It was all my fault that mum was upset’. 


9. Should statements You make rules for yourself which you have little chance of 
sticking to, especially when you are low, and make you feel guilty. These reflect high 
standards for yourself which you would not expect of others—a double standard, 
e.g. ‘I ought to have achieved more than this’, ‘I should not upset people’. 


10. Emotional reasoning Because you feel bad, you assume that things really are 
bad. Your negative feelings lead you to confuse your thoughts with facts, e.g. ‘T feel 
guilty so I must have done something wrong’. 
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Handout 3 
RELAPSE PREVENTION 


Becoming Your Own Cognitive Therapist 


As the end of therapy approaches, you are likely to have some worries about 
finishing the sessions. If you have found the sessions very helpful, you may start 
to worry about coping without your therapist’s help or about the possibility of 
the depression returning. If you are still facing significant problems or symptoms, 
the prospect of being left to face those problems without your therapist’s help 
can be distressing. An important aim of the therapy sessions in the closing stages 
of treatment is to help you to cope once treatment has ended. Most people who 
are recovering from depression will face some unpleasant situations or experience 
some depressive symptoms in the months after therapy ends. By practising the 
techniques discussed in therapy, you can learn to cope better with these problems. 
Managing to get through these setbacks can even help to give you more confidence 
that you can gradually learn to overcome the depression. 


To put into practice the things you have learned in the therapy sessions, you will 
need to become your own cognitive therapist. To do this, there are four main areas 
to work on: 


(i) Making time regularly to put therapy into practice. 
(ii) Identifying danger signs. 
(iii) Developing a plan for coping with setbacks. 
(iv) Continuing to improve your confidence and self-esteem. 
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Regular Practice 


Why? 

As nae any new skill, the skills you have learned in coping with depression will 
need to be practised regularly. Regular practice can help to build up good habits 
(e.g. in the way you think or the things you do) that can lessen the chances of 
depression. It can also make you more confident that you have some tools for 
dealing with the depression whenever it starts to arise. During times you feel well, 
it may be tempting to ‘shelve’ the therapy as you may think that you don’t need to 
do it. During times you feel depressed, it may be tempting to ‘shelve’ the therapy 
as you may think you are unable to face it. It is better to get into the habit of 
regularly making use of the skills you have developed, even when things are going 
well. That way, you will be better able to use these techniques when difficulties 
come up. 


What? 

The biggest question is that of what skills it is most important to practise. The 
answer is often found through reviewing the therapy sessions and homework tasks 
to find out which techniques were the most helpful. The most common things are: 


e Catching potential downturns either before they occur or as soon as possible 
e Using strategies for dealing with low mood or difficult situations 
e Working to develop your confidence and self-esteem 


These will be considered in detail below. Remember that it is often best to practice 
what you have learned on minor, even trivial, upsets or problems rather than 
waiting for something major to come up where you need to use the therapy. 


When? 

It is most helpful to set aside a regular time to think about therapy. Many people are 
put off by thinking this must be a major enterprise. Remember that it is much better 
to do a little often. Five minutes a day (or even two) is in most cases more helpful 
than half an hour a week. It can help to link this to an activity that you do regularly, 
so that you don’t forget, e.g. a mealtime or before you clean your teeth. Once you 
have got into this habit, you may find that there are things you want to spend 
more time on. You can then set aside a time for a longer self-therapy session. Many 
factors, such as children or work commitments, can thwart the best intentions to 
practice the therapy. Therefore, it is important for you to identify a time when you 
will be free to do your self-therapy and are unlikely to be interrupted. 


Where? 

It can be helpful to plan where you will actually do your self-therapy practice. Most 
people find it best to do it in their own space at home (e.g. their favourite armchair 
or in their bedroom). Some people find it best to use some of the techniques in the 
situation where they are most useful. For example, one man found it really helpful 
to write down answers to his negative thoughts about his work whilst actually 
sitting at his desk. 
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Identifying Danger Signs 


To prevent the depression returning, try to take action before it has taken a hold. 
This way, a spell of major depression can be ‘nipped in the bud’. Sometimes it 
is possible to spot a situation where you may be at risk of taking a downturn 
before it happens. At other times, you can catch the earliest signs or symptoms 
of the depression beginning to come back. You can then take steps to limit the 
damage. 


Identifying and preparing for high-risk situations 

If you are prepared for particular difficult situations, they are less likely to drag you 
right down. Forewarned is forearmed! It can be helpful to think back over times 
in the past when your mood has gone down. Use these to try and identify what 
might be high-risk situations for you. For some people, the worst situations might 
be arguments at home, for others it might be things piling up at work and so on. 
Look at the coming weeks and months to see when you are most likely to be at risk 
from similar situations cropping up. Try asking yourself: 


e What can I do, if anything, to prevent this from happening? 
e Did I do anything that helped me to cope with this when it happened before? 
e What can I do to cope next time this happens? 


Identifying early warning symptoms 

Occasional spells of low mood are part of ordinary life for most people. It is im- 
portant to notice when an ordinary dip is in danger of becoming a more serious 
depression. From considering past spells of depression, it is often possible to recog- 
nise the early signs of depression. Some typical early signs are: 


e excessive tiredness or disrupted sleep 
starting to put off tasks, such as paying bills 
e avoiding people that you usually like to see. 


Try to identify if there are any telltale signs that you need to be alert to. You can 
then take steps to prevent a dip becoming a relapse. 
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Coping with Setbacks 


In recovering from depression, things are unlikely to go smoothly all the time. 
Hopefully, you will have periods of feeling much better. You may also have times 
when the depression strikes back and leaves you wondering if it was all worth it. 
Although it may be tempting to give up the fight, remember that these setbacks 
are a normal part of recovering from depression. It is possible to overcome these 
setbacks and to see that your ability to deal with them is gradually increasing. You 
can use your experiences in therapy to develop a plan for how to handle them. This 
action plan may include some of the following guidelines. 


(i) Catch thoughts and behaviours that may make you feel worse 
In therapy, you will have talked about how vicious circles can make your depression 
spiral downwards. Try to stop yourself from: 


e Catastrophising any dips: When you have a setback it is common to think that this 
is the start of things going badly wrong. The chances are it will be a minor dip or 
‘blip’ followed by a return to your previous level of coping. 

Blaming yourself: When people are depressed, they often become very critical 
of themselves. Remind yourself that self-criticism will only make you feel even 
worse. Instead of calling yourself weak or pathetic, try to view this setback with 
a bit of sympathy and help yourself through it. 

Giving up: When you feel depressed it can be tempting to put off things you 
have to do or give up even trying to help yourself feel better. You may just feel 
like staying in bed, or brooding over how bad you feel or how badly you have 
handled things. Again, catch yourself before this gets too much of a hold and 
remind yourself that this will only make you feel worse. Sure, give yourself a 
rest if you need it, but then see if you can try any of the following suggestions 
for getting going with the therapy again. 


(ii) Try to keep busy... but not too busy 

Inactivity and the brooding that goes with it will make you feel worse. Therefore 
try to keep going with some of the easier things you were going to do. If it helps, 
use an hour by hour diary sheet to plan your day. Watch out too for going to the 
other extreme of overdoing it. Keeping so busy that you have no time to think or 
feel can be tempting, but in the end will make you feel exhausted and low. So allow 
for the fact that things take more effort when you are depressed and make sure to 
plan some rest or relaxation. 


(iii) Make plans for getting some pleasure 

You may think that you don’t deserve anything good until you have done all the 
things you have to do. This will make you feel more overwhelmed. By making a 
point of doing some things that you enjoy and noting any pleasure you get, you 
can help lift your mood a little. You will then be more able to face things you have 
to do. 
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(iv) If it’s too much... break it down 

When you are depressed many things can seem too much to face, even things you 
normally do without difficulty. It may be possible to put some of these off until you 
feel better. For the things that you have to do, try to break them down into small 
steps. Then attempt just one step at a time, giving yourself a break or reward when 
you have managed each step. 


(v) Catch and question your negative automatic thoughts 

Sometimes it is tempting to try not to think about things and to block out unpleasant 
thoughts. It is often more helpful to identify and catch negative thoughts. You can 
watch out for any familiar culprits that you discussed during therapy sessions. 
Remind yourself these are thoughts and not gospel truth. It can help to imagine 
what your therapist would say about them or what a friend would say. Thoughts 
are often easier to answer once you have written them down. Use thought sheets 
or handouts from your therapy sessions to see if you can get any new angles on 
the situation. 


(vi) Have your old beliefs been triggered...what would your new 
ones say? 

Dips in mood are often a sign that negative beliefs have been triggered, perhaps 
even ones you have held since you were little. You may well have discussed these 
in therapy sessions. If so, see if you can recognise which of your beliefs have been 
set off. If you have started to work on new beliefs, ask yourself what they would 
have to say about this latest setback. 


(vii) Get some support or help 

Feeling depressed can itself make you feel alone or isolated. Worse, you may become 
reluctant to contact people. You may be surprised how well some people react if you 
ask them for some support or help. This may be of a practical kind (looking after 
your children for an hour; advising you on a work problem) or may be emotional 
support (listening to how you have been feeling). Either way, support is one of the 
things that has been shown to help people through depression. 


(viii) Give it time 

Helping yourself may seem daunting and you may want to just flake out for a time 
first. Even when you start, the things you try will seem difficult and improvements 
may be small at first. Remember that, given time and effort, setbacks can gradually 
be overcome. 
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Improving Your Confidence and Self-esteem 


Even when the main symptoms of the depression have improved, many people 
are left not feeling very good about themselves. General lack of confidence or low 
self-esteem can provide fertile ground for the seeds of depression. Therefore, it 
is important to carry on working to improve how you feel about yourself once 
therapy has finished. This often involves recognising some of your characteristic 
ways of thinking and behaving. In therapy, you may have discussed how these can 
feed on negative beliefs about yourself and your life. Trying very gradually to test 
out new patterns of thinking and acting can over the weeks and months help you 
to build new beliefs. The main ways of doing this are: 


(i) Noticing things that fit a new view 

If you have held a negative belief (e.g. I am incompetent) for a long time, you have 
probably stopped noticing things that do not fit with it (e.g. things you did okay). 
It can be helpful actively to look out for any signs, however small, that fit with a 
different view (e.g. I am capable). These can be written in a daily diary or ‘belief 
log’. In this way, you can build up a body of evidence to support your new view. 
You will also get into the habit of noting the better things about you and your life, 
where before you only paid attention to shortcomings. 


(ii) Doing things to test out a new view or put it into practice 

Certain ways of acting can prevent you from developing new views about yourself. 
For example, if you want to see yourself as likeable you may try to achieve this by 
being nice to people all the time (e.g. always agreeing with the views of others or 
doing what they want you to do). People will indeed like you, but you may come to 
think that they like you only because you do what they want. This can undermine 
your confidence that they like you for who you really are. Testing out new ways of 
acting can help you to build up a new view. In this case, sometimes doing or saying 
what you want could help you to realise that some people do still like you. This 
could help you to believe that you really are likeable. As another example, doing 
some things without overpreparing for them can help you to see that you really are 
competent. You can discuss with your therapist what kinds of new activity might 
gradually help you to build up a more positive view of yourself. Once the therapy 
has finished, it is important that you keep putting these new activities into practice. 


Develop Your Own Plan 


This handout contains some ideas on how to cope once the therapy sessions end. 
Some of this may be confusing or unclear at the moment. If you have any questions, 
make sure to discuss them with your therapist. He or she can then help you to 
develop an individual plan. This can be tailor-made to address your particular 
problems and fit in with your lifestyle. The more you can remember to put the 
therapy into practice, the more it will become second nature and the less chance 
the depression will have of gaining the upper hand. Good luck! 


Copyright © 2003 Richard G. Moore and Anne Garland 


REFERENCES 


Akiskal, H.S., Hirschfeld, R.M.A. & Yerevanian, B.I. (1983). The relationship of 
personality to affective disorders: a critical review. Archives of General Psychiatry, 
40, 801-810. 

American Psychiatric Association (1987). Diagnostic and Statistical Manual of Mental 
Disorders, Third Edition, Revised. Washington, DC: American Psychiatric Associ- 
ation. 

American Psychiatric Association (1994). Diagnostic and Statistical Manual of Mental 
Disorders, Fourth Edition. Washington, DC: American Psychiatric Association. 

Amsterdam, J.D., Hornig, M. & Nierenberg, A.A. (Eds) (2001). Treatment-Resistant 
Mood Disorders. Cambridge, UK: Cambridge University Press. 

Barber, J.P. & DeRubeis, R.J. (1989). On second thought: where the action is in 
cognitive therapy for depression. Cognitive Therapy and Research, 13, 441-457. 
Barber, J.P. & Muenz, L.R. (1996). The role of avoidance and obsessiveness in match- 
ing patients to cognitive and interpersonal psychotherapy: empirical findings 
from the Treatment for Depression Collaborative Research Program. Journal of 

Consulting and Clinical Psychology, 64, 951-958. 

Beck, A.T. (1976). Cognitive Therapy and the Emotional Disorders. New York: Interna- 
tional Universities Press. 

Beck, A.T., Freeman, A. & Associates (1990). Cognitive Therapy of Personality Disor- 
ders. New York: Guilford Press. 

Beck, A.T., Rush, A.J., Shaw, B.F. & Emery, G. (1979). Cognitive Therapy of Depression. 
New York: Guilford Press. 

Beck, A.T., Ward, C.H., Mendelson, M., Mock, J.E. & Erbaugh, J.K. (1961). An in- 
ventory for measuring depression. Archives of General Psychiatry, 4, 561-571. 
Beck, A.T., Weissman, A., Lester, D. & Trexler, L. (1974). The measurement of pes- 
simism: the hopelessness scale. Journal of Consulting and Clinical Psychology, 42, 

861-865. 

Beck, J.S. (1995). Cognitive Therapy: Basics and Beyond. New York: Guilford Press. 

Berti Ceroni, G.B., Neri, C. & Pezzoli, A. (1984). Chronicity in major depression: a 
naturalistic prospective study. Journal of Affective Disorders, 7, 123-132. 

Blackburn, I.M., Bishop, S., Glen, A.I.M., Whalley, L.J. & Christie, J.E. (1981). The 
efficacy of cognitive therapy in depression: a treatment trial using cognitive 
therapy and pharmacotherapy, each alone and in combination. British Journal of 
Psychiatry, 139, 181-189. 

Blackburn, I.M. & Davidson, K.M. (1990). Cognitive Therapy for Depression and 
Anxiety: A Practitioner’s Guide. Oxford: Blackwell Science. 

Blackburn, I.M. & Moore, R.G. (1997). Controlled acute and follow-up trial of cog- 
nitive therapy and pharmacotherapy in out-patients with recurrent depression. 
British Journal of Psychiatry, 171, 328-334. 

Borkovec, T.D. & Inz, J. (1990). The nature of worry in generalised anxiety 
disorder: a predominance of thought activity. Behaviour, Research and Therapy, 
2, 153-158. 


398 REFERENCES 


Bowers, W. (1990). Treatment of depressed inpatients: cognitive therapy plus med- 
ication, relaxation plus medication and medication alone. British Journal of 
Psychiatry, 156, 73-78. 

Brittlebank, A.D., Scott, J., Williams, J.M.G. & Ferrier, I.N. (1993). Autobiographical 
memory in depression: state or trait marker? British Journal of Psychiatry, 162, 
118-121. 

Brown, G.W., Andrews, B., Harris, T., Alder, Z. & Bridge, L. (1986). Social support, 
self-esteem and depression. Psychological Medicine, 16, 813-831. 

Brown, G.W. & Harris, T. (1978). Social Origins of Depression. London: Tavistock. 

Brown, G.W., Lemyre, L. & Bifulco, A. (1992). Social factors and recovery from 
anxiety and depressive disorders: a test of specificity. British Journal of Psychiatry, 
161, 44-54. 

Burns, D.D. (1989). The Feeling Good Handbook. New York: Plume Books. 

Burns, D.D. & Nolen-Hoeksema, S.N. (1992). Therapeutic empathy and recovery 
from depression in cognitive behavioral therapy: a structural equation model. 
Journal of Consulting and Clinical Psychology, 60, 441-449. 

Burns, D.D. & Spangler, D.L. (2000). Does psychotherapy homework lead to im- 
provements in depression in cognitive behavioural psychotherapy or does im- 
provement lead to increased homework compliance? Journal of Consulting and 
Clinical Psychology, 68, 46-56. 

Butler, G. (1999). Clinical formulation. In A.S. Bellack & M. Hersen (Eds), Compre- 
hensive Clinical Psychology (vol. 6). Elsevier. 

Crook, T., Raskin, A. & Eliot., J. (1981). Parent-child relationships and adult de- 
pression. Child Development, 52, 950-957. 

Dalgleish, T., Spinks, H., Yiend, J. & Kuyken, W. (2001). Autobiographical mem- 
ory style in seasonal affective disorder and its relationship to future symptom 
remission. Journal of Abnormal Psychology, 110, 335-340. 

De Jong, R., Trieber, R. & Henrich, G. (1986). Effectiveness of two psychological 
treatments for inpatients with severe and chronic depressions. Cognitive Therapy 
and Research, 10, 645-653. 

Dickson, A. (1982). A Woman in Your Own Right: Assertiveness and You. London: 
Quartet Books. 

Edwards, D.J. (1990). Cognitive therapy and the restructuring of early memories 
through guided imagery. Journal of Cognitive Psychotherapy, 4, 33-50. 

Elkin, I., Shea, M.T., Watkins, J.T., Imber, S.D., Sotsky, S.M., Collins, J.F., Glass, D.R., 
Pilkonis, P.A., Leber, W.R., Docherty, J.P., Fiester, S.J. & Parloff, M.B. (1989). 
National Institute of Mental Health Treatment of Depression Collaborative 
Research Programme: general effectiveness of treatments. Archives of General 
Psychiatry, 46, 971-982. 

Evans, M.D., Hollon, S.D., DeRubeis, R.J., Piasecki, J.M., Grove, W.M., Garvey, 
M.J. & Tuason, V.B. (1992). Differential relapse following cognitive therapy 
and pharmacotherapy for depression. Archives of General Psychiatry, 49, 802- 
808. 

Fava, G.A. (1999). Well-being therapy: conceptual and technical issues. Psychother- 
apy and Psychosomatics, 68, 171-179. 

Fava, G.A., Grandi, S., Zielezny, M., Canestrari, R. & Morphy, M.A. (1994). Cogni- 
tive behavioural treatment of residual symptoms in primary major depressive 
disorder. American Journal of Psychiatry, 151, 1295-1299. 

Fava, G., Grandi, S., Zielezny, M., Rafanelli, C. & Canestrari, R. (1996). Four-year 
outcome for cognitive behavioural treatment of residual symptoms in major 
depression. American Journal of Psychiatry, 153, 945-947. 


REFERENCES 399 


Fava, G.A., Rafanelli, C., Cazzaro, M., Conti, S. & Grandi, S. (1998a). Well-being 
therapy. A novel psychotherapeutic approach for residual symptoms of affective 
disorders. Psychological Medicine, 28, 475-480. 

Fava, G.A., Rafanelli, C., Grandi, S., Conti, S. & Belluardo, P. (1998b). Prevention 
of recurrent depression with cognitive behavioral therapy. Archives of General 
Psychiatry, 55, 816-820. 

Fava, G.A., Savron, G., Grandi, S. & Rafanelli, C. (1997). Cognitive behavioural 
management of drug-resistant major depressive disorder. Journal of Clinical Psy- 
chiatry, 58, 278-282. 

Fennell, M.J.V. (1989). Depression. In K. Hawton, P.M. Salkovskis, J. Kirk & D.M. 
Clark (Eds), Cognitive Behaviour Therapy for Psychiatric Problems: A Practical Guide. 
Oxford, UK: Oxford University Press. 

Fennell, M.J.V. (1999). Overcoming Low Self-Esteem: A Self-Help Guide using Cognitive 
Behavioural Techniques. London: Robinson Publishing. 

Fennell, M.J.V. & Teasdale, J.D. (1982). Cognitive therapy with chronic, drug- 
refractory depressed outpatients: a note of caution. Cognitive Therapy and 
Research, 6, 455-460. 

Garland, A. (1996). A case of generalised anxiety disorder. In I.M. Blackburn & 
V. Twaddle (Eds), Cognitive Therapy in Action: A Practitioner’s Casebook. London: 
Souvenir Press. 

Garland, A., Harrington, J., House, R. & Scott, J. (2000). A pilot study of the relation- 
ship between problem solving skills and outcome in major depressive disorder. 
British Journal of Medical Psychology, 73, 303-309. 

Garland, A. & Scott, J. (2000). Using homework in therapy for depression. Journal 
of Clinical Psychology. In session: Psychotherapy in Practice, 58 (5), 489-498. 

Gold, P.W., Goodwin, F.K. & Chrousos, G.P. (1988). Clinical and biochemical man- 
ifestations of depression: relation to the neurobiology of stress. New England 
Journal of Medicine, 319, 413—420. 

Gonzales, L.R., Lewinsohn, P.M. & Clarke, G.N. (1985). Longitudinal follow-up of 
unipolar depressives: an investigation of predictors of relapse. Journal of Con- 
sulting and Clinical Psychology, 53, 461-469. 

Gotlib, I.H. & Hammen, C.L. (1992). Psychological Aspects of Depression: Toward a 
Cognitive-Interpersonal Integration. Chichester, UK: John Wiley & Sons. 

Greenberger, D. & Padesky, C.A. (1995). Mind over Mood: A Cognitive Therapy Treat- 
ment Manual for Clients. New York: Guilford Press. 

Greenhouse, J.B., Kupfer, D.J., Frank, E., Jarrett, D.B. & Rejman, K.A. (1987). Analy- 
sis of time to stabilisation in the treatment of depression: biological and clinical 
correlates. Journal of Affective Disorders, 13, 259-266. 

Guscott, R. & Grof, P. (1991). The clinical meaning of refractory depression: a review 
for the clinician. American Journal of Psychiatry, 148, 695-704. 

Hamilton, K.E. & Dobson, K.S. (2002). Cognitive therapy of depression: pretreat- 
ment patient predictors of outcome. Clinical Psychology Review, 22, 875-894. 
Hamilton, M. (1960). A rating scale for Depression. Journal of Neurology, Neuro- 

surgery and Psychiatry, 23, 56—62. 

Harpin, R.E., Liberman, R.P., Marks, I., Stern, R. & Bohannon, W.E. (1982). 
Cognitive-behaviour therapy for chronically depressed patients: a controlled 
pilot study. Journal of Nervous and Mental Disease, 170, 295-301. 

Hellerstein, D.J., Kocsis, J.H., Chapman, D., Stewart, J.W. & Harrison, W. (2000). 
Double-blind comparison of sertraline, imipramine, and placebo in the treat- 
ment of dysthymia: effects on personality. American Journal of Psychiatry, 157, 
1436-1444. 


400 REFERENCES 


Hollon, S., Shelton, R. & Davies, D. (1993). Cognitive therapy for depression: con- 
ceptual issues and clinical efficacy. Journal of Consulting and Clinical Psychology, 
61, 270-275. 

Hooley, J.M. & Teasdale, J.D. (1989). Predictors of relapse in uni-polar depressives: 
expressed emotion, marital distress and perceived criticism. Journal of Abnormal 
Psychology, 98, 229-237. 

Ilardi, S.S., Craighead, W.E. & Evans, D.D. (1997). Modelling relapse in unipolar 
depression: the effects of dysfunctional cognitions and personality disorders. 
Journal of Consulting and Clinical Psychology, 65, 381-391. 

Imber, S.D., Pilkonis, P.A., Sotsky, S.M., Elkin. I., Watkins, J.T., Collins, J.F., Shea, 
M.T., Leber, W.R. & Glass, D.R. (1990). Mode-specific effects among three treat- 
ments for depression. Journal of Consulting and Clinical Psychology, 358, 352-359. 

Jacobson, N.S., Dobson, K., Fruzzetti, A.E., Schmaling, K.B. & Salusky, S. (1991). 
Marital therapy as a treatment for depression. Journal of Consulting and Clinical 
Psychology, 52, 180-189. 

Jacobson, N.S. & Gurman, A.S. (Eds) (1986). Clinical Handbook of Marital Therapy. 
New York: Guilford Press. 

Jarrett, R.B., Kraft, D., Doyle, J., Foster, B.M., Eaves, G. & Silver, P.C. (2001). Pre- 
venting recurrent depression using cognitive therapy with and without a con- 
tinuation phase: a randomized clinical trial. Archives of General Psychiatry, 58, 
381-388. 

Johnson, J.G., Young-Sook, H., Douglas, C.J., Johannet, C.M. & Russell, T. (1998). 
Attributions for positive life events predict recovery from depression among 
psychiatric patients: an investigation of the Needles and Abramson model of 
recovery from depression. Journal of Consulting and Clinical Psychology, 66, 369- 
376. 

Judd, L.L., Akiskal, H.S., Maser, J.D., Zeller, P.J., Endicott, J., Coryell, W., Paulus, 
M.P., Kunovac, J.L., Leon, A.C., Mueller, T.I., Rice, J.A. & Keller, M.B. (1998). 
A prospective 12-year study of subsyndromal and syndromal depressive symp- 
toms in unipolar major depressive disorders. Archives of General Psychiatry, 55, 
694-700. 

Kazantzis, N., Deane, F.P. & Ronan, K.R. (2000). Homework assignments in cog- 
nitive and behavioural therapy: a meta-analysis. Clinical Psychology, Science and 
Practice, 2, 189-202. 

Keller, M.B., Gelenberg, A.J., Hirschfeld, R.M.A., Rush, A.J., Thase, M.E., Kocsis, 
J.H., Markowitz, J.C., Fawcett, J.A., Koran, L.M., Klein, D.N., Russell, J.M., 
Kornstein, S.G., McCullough, J.P., Davis, S.M. & Harrison, W.M. (1998). The 
treatment of chronic depression: Part 2. A double blind, randomized trial of 
sertraline and imipramine. Journal of Clinical Psychiatry, 59, 598—607. 

Keller, M.B., Klein, D.N., Hirschfeld, R.M.A., Kocsis, J.H., McCullough, J.P., Miller, 
L, First, M.B., Holzer, C.P. II, Keitner, G.I., Marin, D.B. & Shea, T. (1995). Results 
of the DSM-IV Mood Disorders Field Trial. American Journal of Psychiatry, 152, 
843-849. 

Keller, M.B., Klerman, G.L., Lavori, P.W., Coryell, W., Endicott, J. & Taylor, J. (1984). 
Long-term outcome of episodes of major depression: clinical and public health 
significance. Journal of the American Medical Association, 252, 788-792. 

Keller, M.B., Lavori, P.W., Endicott, J., Coryell, W. & Klerman, G.L. (1983). Double 
depression: a two-year follow-up. American Journal of Psychiatry, 140, 689-694. 

Keller, M.B., Lavori, P.W., Rice, J., Coryell, W. & Hirschfeld, R.M.A. (1986). The 
persistent risk of chronicity in recurrent episodes of nonbipolar major depressive 
disorder: a prospective follow-up. American Journal of Psychiatry, 143, 24-28. 


REFERENCES 401 


Keller, M.B., McCullough, J.P., Klein, D.N., Arnow, B., Dunner, D.L., Gelenberg, 
A.J., Markowitz, J.C., Nemeroff, C.B., Russell, J.M., Thase, M.E., Trivedi, M.H. & 
Zajecka, J. (2000). A comparison of nefazodone, the cognitive behavioral analysis 
system of psychotherapy, and their combination for the treatment of chronic 
depression. New England Journal of Medicine, 342, 1462-1470. 

Keller, M.B. & Shapiro, R.W. (1982). ‘Double depression’: superimposition of acute 
depressive episodes on chronic depressive disorders. American Journal of Psychi- 
atry, 139, 438-442. 

Kiloh, L.G., Andrews, G., & Neilson, M. (1988). The long-term outcome of depres- 
sive illness. British Journal of Psychiatry, 153, 752-757. 

Klerman, G.L., Weissman, M.M., Rounsaville, B.J. & Chevron, E.S. (1984). Interper- 
sonal Psychotherapy of Depression. New York: Basic Books. 

Kornstein, S.G., Schatzberg, A.F., Thase, M.E., Yonkers, K.A., McCullough, J.P., 
Keitner, G.I., Gelenberg, A.J., Ryan, C.E., Hess, A.L., Harrison, W., Davis, S.M. & 
Keller, M.B. (2000). Gender differences in chronic major and double depression. 
Journal of Affective Disorders, 60, 1-11. 

Kuehner, C. & Weber, I. (1999). Responses to depression in unipolar depressed 
patients: an investigation of Nolen Hoeksema’s response styles theory. Psycho- 
logical Medicine, 29, 1323-1333. 

Kupfer, D.J., Frank, E. & Perel, J.M. (1989). The advantage of early treatment inter- 
vention in recurrent depression. Archives of General Psychiatry, 46, 771-775. 

Kuyken, W. & Brewin, C.R. (1996). Autobiographical memory functioning in 
depression and reports of early abuse. Journal of Abnormal Psychology, 104, 585- 
591. 

Kuyken, W., Kurzer, N., DeRubeis, R.J., Beck, A.T. & Brown, G.K. (2001). Response to 
cognitive therapy in depression: the role of maladaptive beliefs and personality 
disorders. Journal of Consulting and Clinical Psychology, 69, 560-566. 

Lavori, P.W., Keller, M.B. & Klerman, G.L. (1984). Relapse in affective disorders: a 
reanalysis of the literature using life table methods. Journal of Psychiatric Research, 
18, 13-25. 

Lee, A.S. & Murray, R.M. (1988). The long-term outcome of Maudsley depressives. 
British Journal of Psychiatry, 153, 741-751. 

Lewinsohn, P.M. (1974). A behavioural approach to depression. In R.J. Friedman & 
M.M. Katz (Eds), The Psychology of Depression: Contemporary Theory and Research. 
New York: John Wiley & Sons. 

MacLeod, A.K. & Moore, R. (2000). Positive thinking revisited: positive cognitions, 

well-being and mental health. Clinical Psychology and Psychotherapy, 7, 1-10. 

McCullough, J.P. (1996). The importance of diagnosing comorbid personality dis- 

orders with patients who are chronically depressed. Depressive Disorders: Index 

and Reviews, 1, 16-17. 

McCullough, J.P. (2000). Treatment for Chronic Depression: Cognitive Behavioral Anal- 

ysis System of Psychotherapy. New York: Guilford Press. 

McCullough, J.P., Kasnetz, M.D., Braith, J.A., Carr, K.F., Cones, J.H., Fielo, J. & 
Martelli, M.F. (1988). A longitudinal study of an untreated sample of predom- 
inantly late onset characterological dysthymia. Journal of Nervous and Mental 
Disease, 176, 658-667. 

McCullough, J.P., Klein, D.N., Keller, M.B., Holzer, C.E., Davis, S.M., Kornstein, S.G., 
Howland, R.H., Thase, M.E. & Harrison, W.M. (2000). Comparison of DSM-III- 
R chronic major depression and major depression superimposed on dysthymia 
(double depression): validity of the distinction. Journal of Abnormal Psychology, 
109, 419-427. 


402 REFERENCES 


Mercier, M.A., Stewart, J.W. & Quitkin, F.M. (1992). A pilot sequential study of cog- 
nitive therapy and pharmacotherapy of atypical depression. Journal of Clinical 
Psychiatry, 53, 166-170. 

Miller, I.W., Bishop, S.B., Norman, W.H. & Keitner, G.I. (1985). Cognitive/ 

behavioural therapy and pharmacotherapy with chronic, drug-refractory de- 

pressed inpatients: a note of optimism. Behavioural Psychotherapy, 13, 320-327. 

Moore, R.G. (1996). It’s the thought that counts: the role of intentions and meta- 

awareness in cognitive therapy. Journal of Cognitive Psychotherapy: An Interna- 

tional Quarterly, 10, 255-269. 

Moore, R.G. & Blackburn, I.M. (1997). Cognitive therapy in the treatment of non- 

responders to antidepressant medication: a controlled pilot study. Behavioural 

and Cognitive Psychotherapy, 25, 251-259. 

Moore, R.G., Hayhurst, H. & Teasdale, J.D. (1996). Measure of awareness and coping 

in autobiographical memory: instructions for administering and coding. Unpublished 

manuscript. Department of Psychiatry, University of Cambridge. 

Moore, R.G., Watts, F.N. & Williams, J.M.G. (1987). The specificity of personal mem- 

ories in depression. British Journal of Clinical Psychology, 27, 275-276. 

Mynors Wallis, L.M., Gath, D.H., Lloyd Thomas, A.R. & Tomlinson, D. (1995). 
Randomised controlled trial comparing problem solving treatment with 
amitriptyline and placebo for major depression in primary care. British Medical 
Journal, 310, 441-445 

Nazroo, J., Edwards, A. & Brown, G.W. (1997). Gender differences in the onset 
of depression following a shared life event: a study of couples. Psychological 
Medicine, 27, 9-19. 

Nolen-Hoeksema, S.N. (1991). Responses to depression and their effects on dura- 
tion of depressive episodes. Journal of Abnormal Psychology, 100, 569-582. 

O’Reardon, J.P. & Amsterdam, J.D. (2001). Overview of treatment-resistant depres- 
sion and its management. In J.D. Amsterdam, M. Hornig & A.A. Nierenberg 
(Eds), Treatment-Resistant Mood Disorders. Cambridge, UK: Cambridge Univer- 
sity Press. 

Padesky, C.A. (1990). Schema as self-prejudice. International Cognitive Therapy 
Newsletter, 6, 6-7. 

Padesky, C.A. (1994). Schema change processes in cognitive therapy. Clinical Psy- 
chology and Psychotherapy, 1, 267-278. 

Padesky, C.A. (1996). Developing cognitive therapist competency: teaching and su- 
pervision models. In P.M. Salkovskis (Ed.), Frontiers of Cognitive Therapy. London: 
Guilford Press. 

Padesky, C.A. & Mooney, K.A. (1990). Clinical tip: presenting the cognitive model 
to clients. International Cognitive Therapy Newsletter (special issue), 6, 13-14. 

Paykel, E.S. (1994). Epidemiology of refractory depression. In W.A. Nolen, J. Zohar, 
S.P. Roose & J.D. Amsterdam (Eds), Refractory Depression: Current Strategies and 
Future Directions. Chichester, UK: John Wiley & Sons. 

Paykel, E.S., Ramana, R., Cooper, Z., Hayhurst, H., Kerr, J. & Barocka, A. (1995). 
Residual symptoms after partial remission: an important outcome in depression. 
Psychological Medicine, 25, 1171-1180. 

Paykel, E. S., Scott, J., Teasdale, J. D., Johnson, A. L., Garland, A., Moore, R., Jenaway, 
A., Cornwall, P. L., Hayhurst, H., Abbott, R. & Pope, M. (1999). Prevention of 
relapse in residual depression by cognitive therapy: a controlled trial. Archives 
of General Psychiatry, 56, 829-835. 

Persons, J.B. (1989). Cognitive Therapy in Practice: A Case Formulation Approach. New 

York: Norton. 


REFERENCES 403 


Persons, J., Burns, D. & Perloff, J.M. (1985). Mechanisms of action of cognitive 
therapy: the relative contributions of technical and interpersonal interventions. 
Cognitive Therapy and Research, 17, 123-137. 

Peterson, C., Semmel, A., von Baeyer, C., Abramson, L. Y., Metalsky, G.I. & 
Seligman, M.E.P. (1982). The Attributional Style Questionnaire. Cognitive Ther- 
apy and Research, 6, 287-300. 

Post, R.M. (1992). The transduction of psychosocial stress into the neurobiol- 
ogy of recurrent affective disorder. American Journal of Psychiatry, 149, 999- 
1010. 

Quitkin, FM. (1985). The importance of dosage in prescribed antidepressants. 
British Journal of Psychiatry, 147, 593-597. 

Rogers, C. (1951). Client-Centred Therapy: Its Current Practice, Implications and Theory. 
Boston: Houghton Mifflin. 

Rush, A.J., Beck, A.T., Kovacs, M. & Hollon, S. (1977). Comparative efficacy of cog- 
nitive therapy and pharmacotherapy in the treatment of depressed outpatients. 
Cognitive Therapy and Research, 1, 17-37. 

Safran, J.D. & Segal, Z.V. (1990). Interpersonal Process in Cognitive Therapy. New York: 
Basic Books. 

Scott, J. (1988). Chronic depression. British Journal of Psychiatry, 153, 287-297. 

Scott, J. (1992). Chronic depression: can cognitive therapy succeed when other 
treatments fail? Behavioural Psychotherapy, 20, 25-36. 

Scott, J. (1994). Predictors of non-response to antidepressants. In W.A. Nolen, 
J. Zohar, S.P. Roose & J.D. Amsterdam (Eds), Refractory Depression: Current Strate- 
gies and Future Directions. Chichester, UK: John Wiley & Sons. 

Scott, J. (1998). Where there’s a will. .. Cognitive therapy for people with chronic de- 
pressive disorders. In N. Tarrier, A. Wells & G. Haddock (Eds), Treating Complex 
Cases: The Cognitive Behavioural Therapy Approach. Chichester, UK: John Wiley & 
Sons. 

Scott, J., Barker, W.A. & Eccleston, D. (1988). The Newcastle Chronic Depression 
Study: patient characteristics and factors associated with chronicity. British Jour- 
nal of Psychiatry, 152, 28-33. 

Scott, J., Teasdale, J.D., Paykel, E.S., Johnson, A.L., Abbott, R., Hayhurst, H., Moore, 
R. & Garland, A. (2000). Effects of cognitive therapy on psychological symptoms 
and social functioning in residual depression. British Journal of Psychiatry, 177, 
440-446. 

Segal, Z.V., Williams, J.M.G. & Teasdale, J.D. (2002). Mindfulness-Based Cognitive 
Therapy for Depression: A New Approach to Preventing Relapse. New York: Guilford 
Press. 

Shaw, B.F., Elkin, I., Yamaguchi, J., Olmstead, M., Vallis, T.M., Dobson, K.S., Lowery, 
A., Sotsky, S.M., Watkins, J.T. & Imber, S.D. (1999). Therapist competence ratings 
in relation to clinical outcome in cognitive therapy of depression. Journal of 
Consulting and Clinical Psychology, 67, 837-846. 

Shea, M.T., Elkin, I., Imber, S.D., Sotsky, F.M., Watkins, J.T., Collins, J.F., Pilkonis, 
P.A., Beckham, E., Glass, D.R., Dolan, R.T. & Parloff, M.B. (1992). Course of 
depressive symptoms over follow-up: findings from the NIMH Treatment of 
Depression Collaborative Research Program. Archives of General Psychiatry, 49, 
782-787. 

Shea, M.T., Pilkonis, P.A., Beckham, E., Collins, J.F., Elkin, I., Sotsky, S.M. & 
Docherty, J.P. (1990). Personality disorders and treatment outcome in the NIMH 
Treatment of Depression Collaborative Research Program. American Journal of 
Psychiatry, 147, 711-718. 


404 REFERENCES 


Sotsky, S.M., Glass, D.R., Shea, M.T., Pilkonis, P.A., Collins, J.F., Elkin, I., Watkins, 
J.T., Imber, S.D., Leber, W.R., Moyer, J. & Oliveri, M.E. (1991). Patient predictors 
of response to psychotherapy and pharmacotherapy: findings in the NIMH 
Treatment of Depression Collaborative Research Program. American Journal of 
Psychiatry, 148, 997-1008. 

Spitzer, R.L., Williams, J.B.W., Gibbon, M. & First, M.B. (1992). The Structured 
Clinical Interview for DSM-IIIR (SCID): I. History, rationale and description. 
Archives of General Psychiatry, 49, 624-629. 

Stravynski, A., Shahar, A. & Verreault, R. (1991). A pilot study of the cognitive 
treatment of dysthymic disorder. Behavioural Psychotherapy, 19, 369-372. 

Teasdale, J.D. & Barnard, PJ. (1993). Affect, Cognition and Change: Remodelling 
Depressive Thought. Hove, UK: Lawrence Erlbaum Associates. 

Teasdale, J.D., Moore, R.G., Hayhurst, H., Pope, M., Williams, S. & Segal, Z. (2002). 
Meta-cognitive awareness and prevention of relapse in depression: empirical 
evidence. Journal of Consulting and Clinical Psychology, 70, 275-287. 

Teasdale, J.D., Scott, J., Moore, R.G., Hayhurst, H., Pope, M. & Paykel, E.S. 
(2001). How does cognitive therapy prevent relapse in residual depression? 
Evidence from a controlled trial. Journal of Consulting and Clinical Psychology, 69, 
347-357. 

Teasdale, J.D., Segal, Z.V., Williams, J.M.G., Ridgeway, V.A., Soulsby, J.M. & 
Lau, M.A. (2000). Prevention of relapse/recurrence in major depression by 
mindfulness-based cognitive therapy. Journal of Consulting and Clinical Psychol- 
ogy, 68, 615-623. 

Thase, M.E. (1994). The roles of psychosocial factors and psychotherapy in refrac- 
tory depression: missing pieces in the puzzle of treatment resistance? In W.A. 
Nolen, J. Zohar, S.P. Roose & J.D. Amsterdam (Eds), Refractory Depression: Current 
Strategies and Future Directions. Chichester, UK: John Wiley & Sons. 

Thase, M.E. & Rush, A.J. (1995). Treatment-resistant depression. In F.E. Bloom & 
D.J. Kupfer (Eds), Psychopharmacology: The Fourth Generation of Progress. New 
York: Raven Press. 

Thase, M.E., Rush, A.J., Howland, R.H., Kornstein, S.G., Kocsis, J.H., Gelenberg, 
A.J., Schatzberg, A.F., Koran, L.M., Keller, M.B., Russell, J.M., Hirschfeld, R.M.A., 
LaVange, L.M., Klein, D.N., Fawcett, J. & Harrison, W. (2002). Double-blind 
switch study of imipramine or sertraline treatment of antidepressant-resistant 
chronic depression. Archives of General Psychiatry, 59, 233-239. 

Thornicroft, G. & Sartorius, N. (1993). The course and outcome of depression in 
different cultures: 10 year follow-up of WHO collaborative study on assessment 
of depressive disorders. Psychological Medicine, 23, 1023-1032. 

Watkins, E. & Teasdale, J.D. (2001). Rumination and overgeneral memory in depres- 
sion: effects of self-focus and analytic thinking. Journal of Abnormal Psychology, 
110, 353-357. 

Watkins, E., Teasdale, J.D. & Williams, R.M. (2000). Decentring and distrac- 
tion reduce overgeneral autobiographical memory in depression. Psychological 
Medicine, 30, 911-920. 

Wegner, D.M., Schneider, D.J., Carter, S. III & White, T. (1987). Paradoxical effects 
of thought suppression. Journal of Personality and Social Psychology, 53, 5-13. 
Weissman, A.N. & Beck, A.T. (1978). Development and validation of the Dysfunctional 
Attitude Scale. Paper presented at the 12th Annual Meeting of the Association 

for the Advancement of Behavior Therapy, Chicago, IL. 

Wells, A. (2000). Emotional Disorders and Metacognition: Innovative Cognitive Therapy. 

Chichester, UK: John Wiley & Sons. 


REFERENCES 405 


Wells, K.B., Stewart, A., Hays, R.D., Burnam, M.A., Rogers, W., Daniels, M., Berry, 
S., Greenfield, S. & Ware, J. (1989). The functioning and well-being of depressed 
patients: results from the Medical Outcomes Study. Journal of the American Med- 
ical Association, 262, 914-919. 

Williams, J.M.G., Teasdale, J.D., Segal, Z.V. & Soulsby, J. (2000). Mindfulness-based 
cognitive therapy reduces overgeneral autobiographical memory in formerly 
depressed patients. Journal of Abnormal Psychology, 109, 150-155. 

Williams, J.M.G., Watts, FN., MacLeod, C. & Mathews, A. (1997). Cognitive Psychol- 
ogy and Emotional Disorders. Chichester, UK: John Wiley & Sons. 

Winokur, G., Coryell, W., Keller, M., Endicott, J. & Akiskal, H. (1993). A prospec- 
tive follow-up of patients with bipolar and primary unipolar affective disorder. 
Archives of General Psychiatry, 50, 457-465. 

Wright, J.H., Thase, M.E., Beck, A.T. & Ludgate, J.W. (1993). Cognitive Therapy with 
In-patients: Developing a Cognitive Milieu. New York: Guilford Press. 

Young, J.E. (1990). Cognitive Therapy for Personality Disorders: A Schema-Focused 
Approach. Sarasota, FL: Professional Resource Exchange. 


INDEX 


abuse, as a cause of depression 53, 
115-16, 308, 347 
accomplishment see mastery 
action plans, for relapses 325-7, 328 
activity diaries 173-4, 176-85 
activity levels, assessment of 109-10 
activity monitoring 173, 174 
failure to complete diaries 176-82 
and lack of mastery 182-5 
activity scheduling 173-4, 184 
and automatic thoughts 185-8 
hostility to 190-6 
and worsening symptoms 188-90 
acute depression, cognitive model 
22-6, 59-60 
adaptive beliefs 
and behavioural experiments 284-7 
consolidating 287-9 
developing 277-8 
evidence for 281-4 
on inadequacy 300 
on insignificance 304-5 
labelling 278-9 
scaling 279-81, 282-4 
adaptive consequences, of avoidance 
33-4 
adolescence see childhood problems 
affect see emotions 
agendas, for therapy 79-82 
alternative beliefs see adaptive beliefs 
approval see mastery 
assessment 94-6 
of behaviour 96, 109-11 
of beliefs 117-19 
of emotions 96, 103-5 
of history of depression 112-14 
of problems 96, 100-3, 111-12, 
114-17, 134-5 
of symptoms 96, 97-9 
of thoughts 96, 105-9 
see also formulation development 
audiotaping see taping 


automatic thoughts 37-8, 67 


and activity scheduling 185-8 

in acute depression 22 

clarification of 142-3, 145 

and cognitive avoidance 203, 204, 
209-13, 224-5 

and cognitive biases 205 

distress at 214-20 

and emotional avoidance 204, 207-9, 
220, 224-5 

handout 387-9 

homework problems 226-8 

identifying 200, 205-7, 226-8 

lack of progress in 220-3 

and negative evidence 223-6 

questioning 201-2, 203-5, 215-20, 
226-8 

rationale for interventions 199-200 

and rumination 213 

of therapists 228-9 

and unconditional beliefs 214-15, 222 


avoidance 27-8, 33-6, 60, 61, 363-4 


see also behavioural avoidance; 
cognitive avoidance; emotional 
avoidance; non-compliance; 
overgeneralisation 


avoidant personality disorder, and 


cognitive therapy 364 


behaviour, assessment of 96, 109-11 
behavioural avoidance 28-9, 43, 49 


and activity diaries 176-82 

assessment of 110 

and beliefs about unacceptability 
305-6 

effects 34-5 

goals for 163-4 

and homework 83 

and unconditional beliefs 238-9 


behavioural experiments 


on adaptive beliefs 284-7 
on conditional beliefs 261-6 


408 INDEX 


behavioural experiments (cont.) 

on emotions 297-9 

and fantasy 286 

on insignificance 301-4 

on mastery 311-12 

and relapse prevention 327, 329-30 

on unacceptability 306-9 

on work 316-17 
behavioural techniques 172-6 
belief logs see positive belief logs 
belief maintenance 51-2, 250-5, 260 
belief modification 


about self 46-7 

about setbacks 295 

about unacceptability see 
unacceptability, beliefs about 

about work see work, beliefs about 

see also adaptive beliefs; cognitive 
biases; conditional beliefs; 
family values; unconditional 
beliefs 


biological causes, beliefs about 41-2, 


120, 124, 140-2, 293 


and beliefs about insignificance 
303-4 

of conditional beliefs 259-66, 330-1, 
332-3 

consolidation of 259 

principles 257-9 

timing of 90-2 

of unconditional beliefs 266-77, 331, 
333-4 

worksheets 330-1, 332-3 

see also adaptive beliefs, developing; 
behavioural experiments; 
memories, modification of 


beliefs 39-40 


assessment of 117-19 

about biological causes 41-2, 120, 
124, 140-2, 293 

about cognitive therapy 42 

about depression 40-2, 60, 61-2, 
120-2, 124 

working with 292-5 

developing awareness of 242-55 

about emotions see emotional 
avoidance 

identifying 233-6 

about inadequacy see inadequacy, 
beliefs about 

initial interventions 155-7 

about insignificance see 
insignificance, beliefs about 

about life 45, 51, 129, 130 

about mastery 310 

about medication 122-3 

about other people 50-1, 237, 271 

about psychotherapy 123-5 

rationale for interventions 232-3 

recognition of 242-3 

reinforcing 250-5, 260 

rigidity of 45-6, 130-1 


black and white thinking 23-4, 358 
see also scaling 

blueprints for change 336, 337-8 

booster sessions 320-1, 344-5 


Cambridge-Newcastle Depression 
Study 355 
outcomes 356-7, 359-60 
patient characteristics 356 
study design 355-6 
case studies 
Catherine 80-1, 372 
Charlie 216-18 
Dave 218-19, 234-6, 337-8, 373 
Elizabeth 149-52, 153-4, 180-2, 
246-50, 262-5, 327, 329-30, 
332-3, 373-4 
Graham 374 
Jean 131-5, 328, 374-5 
Julie 375-6 
Kate 376 
Keith 268-70 
Marion 177-9, 191-6, 376-7 
Pauline 166-7 
Peter 127-31, 377-8 
Rosemary 378 
Stan 378-9 
Susan 274-7 
CBASP 360-1, 363, 367 
character defects see depressive 
personality; inadequac 
childhood problems 114-17, 133, 243-4, 
272, 294, 304, 309 
and belief development 53-4 
see also family values; school 
chronicity in depression 6-7 
see also persistent depression 
clinical supervision see supervision 
CN Study see Cambridge-Newcastle 
Depression Study 


INDEX 409 


cognition levels 36—40 
cognitions 
assessment of 96, 105-9 
see also automatic thoughts; positive 
cognition 
cognitive avoidance 29-31 
assessment of 107-8 
and automatic thoughts 203, 204, 
209-13, 224-5 
case studies 131 
effects 34-5 
and empathy 72-3 
and homework 83 
and unconditional beliefs 238-9 
Cognitive Behavioral Analysis System 
of Psychotherapy 360-1, 363, 367 
cognitive biases 38-9, 148 
in acute depression 22-5 
assessment of 105-6, 107 
and automatic thoughts 205 
and behavioural experiments 265-6 
long-term 156-7 
about self 55-6 
and unconditional beliefs 47 
see also beliefs 
cognitive measures, and relapse 
prevention 357-9 
cognitive milieu packages 349 
cognitive model 
of acute depression 22-6, 59-60 
effects on cognitive therapy 66-7 
of persistent depression 26-7, 60-2 
socialisation into 138 
see also cognitive triad; goals; vicious 
circles 
cognitive processes 
assessment of 106-9 
and relapse prevention 366-7 
cognitive therapy 
beliefs about 42 
developments in 17-18, 360-3 
effects of avoidance 35-6 
effects of cognitive model 66-7 
handout 383-6 
hostility to 70-71 
outcome measures 352 
outcomes 356-7, 359-61 
for personality disorders 14, 17, 364 
rationale 14-15 
and relapse rates 15, 357, 361 
suitability for 351-2 


termination of 336, 338-9 

values in x 

see also behavioural techniques; 
Mindfulness-Based Cognitive 
Therapy; relapse prevention; 
research; self-therapy; 
therapeutic relationships; 
therapeutic style; therapy 
sessions 


cognitive triad 55-9, 60-1 


and goals 157-8 
see also helplessness; hopelessness; 
self-esteem 


collaboration, in goal setting 159-60 
comorbidity, of depression 12 
compensatory actions 48-9, 63-4, 65, 


284-5 


concentration problems 97-8 
conditional beliefs 42-6, 60 


in acute depression 25-6 

advantages and disadvantages 260-1 

case studies 129, 133, 134, 262-5 

development of 245 

on inadequacy 296 

modification of 259-66, 330-1, 332-3 
see also behavioural experiments 

rigidity of 45-6 

and schema maintenance 48-9 

worksheets on 330-1, 332-3 


confidence building 327-34 
coping strategies, assessment of 110 
core beliefs see unconditional beliefs 


demographic factors, in persistent 


depression 11 


depression 


beliefs about see beliefs, about 
depression 

causes see biological causes; 
childhood problems; persistent 
depression, factors in; 
psychological causes; triggers 

comorbidity of 12 

cycle of see vicious circles 

personal identification with 152-4 

see also dysthymic disorder; 
persistent depression; 
symptoms 


depressive personality 63 
detachment, from therapy 70-1 


410 INDEX 


Diagnostic and Statistical Manual of 
Mental Disorders see DSM-IV 

diaries see activity diaries; mood 
diaries; positive belief logs 

dichotomous thinking see black and 
white thinking 

doctors see professionals 

double depression, definition 6-7 

double vicious circles 148-52 

downward arrow technique, in belief 
identification 234-6 

DSM-IV criteria for depression 3, 6 

dysfunctional assumptions see 
conditional beliefs 

dysthymic disorder 6-7, 12, 15, 16 

see also persistent depression 


early warning signs, of relapses 325, 
326 
emotional avoidance 31-3, 43, 48-9 
assessment of 104-5 
and automatic thoughts 204, 207-9, 
220, 224-5 
case studies 130-1 
clinical presentation 63, 64-5 
development of 53-4 
effects 35-6, 37-8 
and empathy 72-3 
and homework 83 
of positive emotions 297-8 
and session planning 342 
and unconditional beliefs 238, 239 
see also inadequacy 
emotional instability 63, 77-8 
emotional upsets, and session planning 
342 
emotions 
assessment of 96, 103-5 
behavioural experiments 297-9 
beliefs about see emotional 
avoidance 
family attitudes 118 
identifying 207-9, 296-7 
regulation of 66-7, 76-8, 342-3, 368 
see also mood diaries; positive 
emotions 
empathy, development of 72-3 
employment see work 
ending therapy 336, 338-9 
environmental see situational 


failure see mastery; relapse 
fairness, beliefs about 45 
families 
attitudes to emotions 118 
effects of persistent depression 5 
see also partners 
family values 117-18, 119 
fantasy, and behavioural experiments 
286 
feedback, in therapy 82-3 
flashcards, for adaptive belief 
maintenance 288 
follow-up sessions 320-1, 344-5 
formulation development 126-7, 350 
case studies 127-35 
see also assessment 


gender 
and effects of persistent depression 


and emotional suppression 32, 33 
and symptoms 368 
and work 43-4, 313-14 
goals 
and the cognitive triad 157-8 
for interpersonal problems 163-4 
for intrapersonal problems 164-5 
and priority setting 167-9 
refining 165-9 
for return to work 316-17 
reviewing 323-4 
setting 158-61 
short-term 162 
for situational problems 162-3 
for symptoms 161-2 
see also activity scheduling 
GPs see professionals 
graded task assignments 84, 174, 184, 
185-8, 188-90 
guided imagery see imagery rescripting 


handouts 86-7, 383-9 

helplessness 57-8, 105, 326-7, 328, 
360-1 

historical review, of evidence for 
unconditional beliefs 271-3 

history of depression, assessment of 
112-14 

homework 83-5, 226-8 

see also activity diaries; graded task 
assignment 


INDEX 411 


hopelessness 58-9, 105, 190-6 
see also suicide 
hostility 70-1, 190-6 
see also non-compliance 
husbands see partners 


imagery rescripting 273-7, 304-5, 308, 
309 
in-patient see inpatient 
inactivity see activity levels 
inadequacy 
beliefs about 40-1, 46-7, 48-9, 296 
working with 295-301 
and beliefs about others 50 
case studies 127-8 
clinical presentation 63, 64 
compensatory actions 48-9 
development of 53-4, 56 
and medication 121-2 
inadequate treatment, effects 10-11, 41, 
58-9 
individual relapse signatures 325, 326 
information gathering 95-6 
inpatient programmes 349 
inpatient studies 16-17 
insignificance, beliefs about, working 
with 301-5 
interpersonal problems 100-1, 102, 
134-5, 163-4 
see also other people; social 
problems 
intrapersonal problems 101, 102, 
164-5 
see also self-esteem 


jumping to conclusions 24-5 


labelling 

of adaptive beliefs 278-9 

of emotions 207-9 

of unconditional beliefs 236-7 
libido, loss of 98-9 
life, beliefs about 45, 51, 129, 130 
life events 

assessment of 100 

as triggers 52, 57-8 

see also situational factors 
lifestyle changes, for adaptive belief 

maintenance 288-9 

loss 101-2, 128-9, 154, 315-16 


MACAM 358-9 
maladaptive consequences, of 
avoidance 34-5 
marital therapy 347 
marriages see families; partners 
mastery 182-5, 310-13 
Measure of Awareness and Coping in 
Autobiographical Memory 358-9 
measures see cognitive measures; 
mood thermometers; outcome 
measures; scaling 
medication 12-13, 98, 121-3, 347, 360-1 
memories 
modification of 273-7, 304-5, 308, 309 
overgeneralisation of 38-9, 364-5 
suppression of 31 
men see gender 
metacognition, and relapse prevention 
358-9, 361-2 
Mindfulness-Based Cognitive Therapy 
361-2 
misdiagnosis 10 
monitoring activities see activity 
monitoring 
mood diaries 293-4 
mood thermometers 293, 297 


negative inferences 24-5 

negative thinking see automatic 
thoughts; cognitive biases; 
self-criticism 

neglect, as a cause of depression 53, 
115-16 

non-compliance 345-6 

see also hostility 


occupations see work 
other people, beliefs about 50-1, 237, 
271 
outcome measures, for cognitive 
therapy 352 
outcomes 
of the Cambridge—Newcastle 
Depression Study 356-7, 359-60 
of the Cognitive Behavioral Analysis 
System 360-1 
outpatient studies, of cognitive therapy 
15-16 
overactivity see activity levels 
overgeneralisation 38-9, 364-5 
overwork, dealing with 334 


412 INDEX 


pacing, of therapy 75-6 
partners, working with 346-7 
passivity see emotional avoidance; 
helplessness 
patient characteristics 11-12, 356 
see also case studies 
people see interpersonal problems; 
other people 
perfectionism 44-5 
persistent depression 
cognition levels 36—40 
cognitive model 26-7, 60-2 
cyclical nature see vicious circle 
definitions 6-9 
effects 4-5 
factors in 11-12, 51-4, 115-19, 363-6 
see also abuse; biological causes; 
childhood problems; 


psychological causes; religion; 


triggers 
inadequate treatment, effects 10-11, 
41, 58-9 
misdiagnosis in 10 
rates see relapse rates 
subtypes 62-6 


suitability of cognitive therapy 351-2 


see also dysthymic disorder; history 
of depression; symptoms 
personal identification, with 
depression 152-4 
personal qualities, of therapists 71-2, 
369 
personal therapy folders 87-8, 322-3 
personalisation, of negative outcomes 
24 
personality disorders, cognitive 
therapy for 14, 17, 364 
pessimism see hopelessness 
pharmacological treatments see 
medication 
pleasure in activities, lack of 182-5 
positive behaviour, assessment of 110 
positive belief logs 281, 283, 288, 331, 
333-4 


positive cognition, research 365-6 

positive emotions, suppression of 
297-8 

positive experiences, developing 
369-70 

positive reinforcement 76, 85, 175, 204, 
228, 360-1 


predisposing factors, in persistent 
depression 52-4 
prejudice model, of unconditional 
beliefs 245-50 
prejudicial processing, of 
unconditional beliefs 47 
priorities, setting 167-9 
problem lists 111-12, 160-1 
problems, assessment of 96, 100-3, 
114-17, 134-5 
professionals 
working with 347-9 
see also supervision; therapists 
psychological causes, beliefs about 
psychological effects, of persistent 
depression 4 
psychopharmacology see medication 
psychotherapy 
beliefs about 123-5 
rationale 13-15 
see also cognitive therapy; 
self-therapy; well-being 
therapy 


questioning 74-5, 77 

of automatic thoughts 201-2, 203-5, 
215-20, 226-8 

questions 
about automatic thoughts 202 
about behaviour 111 
about beliefs on depression 121 
about childhood 116 
about cognitive biases 107 
about cognitive processes 108 
about emotions 104 
about family beliefs 119 
for goal setting 161 
about history of depression 114 
about medication 123 
about psychotherapy 125 
about situational problems 103 
about symptoms 99 
about vicious circles 144 


redundancy see work 
relapse prevention 
behavioural experiments for 327, 
329-30 
and cognitive measures 357-9 
and cognitive processes 366-7 
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and follow-up sessions 344-5 
handout 391-6 
and metacognition 358-9, 361-2 
research 361-3, 366 
and reviewing goals 323-4 
and self-therapy 321-2 
and therapy folders 322-3 
and therapy session timing 320-1 
and well-being therapy 363 
relapse rates 9-10 
using cognitive therapy 15, 357, 361 
relapses 
action plans for 325-7, 328 
beliefs about 295 
detecting early warning signs 325, 
326 
relationships see behavioural 
avoidance; interpersonal 
problems; therapeutic 
relationships 
religion, as a factor in depression 119, 
244-5 
rescue factors 116 
research 
inpatient studies 16-17 
into avoidance 363-4 
into medication 360-1 
into overgeneralisation 364-5 
into positive cognition 365-6 
into relapse prevention 361-3, 366 
into rumination 365 
outpatient studies 15-16 
see also Cambridge-Newcastle 
Depression Study; Cognitive 
Behavioral Analysis System 
resistant depression see persistent 
depression 
responsibility see insignificance 
rigidity, of beliefs 45-6, 130-1 
routines, in behavioural avoidance 
29 
rules see family values 
rumination 107, 213, 365 


scaling 
of adaptive beliefs 279-81, 282-4 
of unconditional beliefs 267-71 
see also black and white thinking 
scheduling activities see activity 
scheduling 
schema compensation 271 


schemas 
explaining 155-6 
maintenance of 48-50 
school, as a factor in depression 118-19 
self, beliefs about 46-7, 55-6 
self-criticism, and mastery 310-11 
self-esteem 
case studies 134-5 
in the cognitive triad 55-6 
as a long-term pattern 156-7 
and stigma 120-21 
see also inadequacy; insignificance; 
unacceptability 
self-harm 99 
self-help, development of 83-9, 321-2 
self-talk see automatic thoughts 
self-therapy 321-2, 325-7, 328, 330-34 
handout 391-6 
see also blueprints for change 
sessions see therapy sessions 
setbacks see relapses 
sexual difficulties 98-9 
shame 103-4, 128, 129 
short-term goals 162 
side-effects, of medication 98 
situational factors 
in adaptive belief maintenance 288-9 
changing 334-6 
see also life events 
situational problems 100, 102, 103, 
162-3 
social avoidance see behavioural 
avoidance 
social effects, of persistent depression 5 
social factors, in persistent depression 
51-4 
social problems 
dealing with 335-6 
see also interpersonal problems 
socialisation, into the cognitive model 
138 
sociodemographic factors, in persistent 
depression 11 
specificity 
in goal setting 165-7 
in homework tasks 84-5 
spouses see partners 
standards 44-5 
stigma, and self-esteem 120-1 
structure, of therapy 78-83, 89-92 
subscales, in adaptive beliefs 280-1, 282 
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suicide 99 
summarising, in therapy 78, 85-6 
supervision 339, 350-1 
suppression 
of feelings see emotional avoidance 
of thoughts see cognitive avoidance 
symptoms 2-4, 6, 62-6 
assessment of 96, 97-9 
and gender 368 
goals for 161-2 
persistence of 6-8 
of relapse 325, 326 
worsening during activity 
scheduling 188-90 
see also cognitive triad 


taping, in therapy sessions 88-9 
targets see goals 
Task Interfering /Orienting Cognitions 
187 
termination, of therapy 336, 338-9 
therapeutic relationships 70-3, 369 
therapeutic style 73-8 
therapists 
automatic thoughts of 228-9 
development of empathy 72-3 
expectations of 370 
personal qualities 71-2, 369 
supervision 339, 350-1 
and therapy termination 339 
tolerance of uncertainty 366-7 
training 349-50 
therapy see cognitive therapy; marital 
therapy; self-therapy; well-being 
therapy 
therapy folders 87-8, 322-3 
therapy sessions 
feedback 82-3 
length of 342-3 
number of 343-4 
pacing 75-6 
spacing of 320-1, 344-5 
structure 78-83, 89-92 
taping 88-9 
thinking errors see cognitive biases 
thoughts see cognitions 
treatment 
history of 114 
see also cognitive therapy; inadequate 
treatment; marital therapy; 
medication; well-being therapy 


treatment resistance 

definition 7-8 

see also persistent depression 
triggers 52, 57-8, 113-14 


unacceptabilit 
beliefs about 46-7, 48, 305 
working with 305-10 
and beliefs about others 50 
clinical presentation 63-4, 65 
compensatory actions 48, 49 
uncertainty, therapists’ toleration of 
366-7 
unconditional beliefs 46-51, 60, 61 
assessing evidence for 266-7, 271-3 
and automatic thoughts 214-15, 222 
and behavioural avoidance 238-9 
case studies 130, 133, 134, 246-50, 
268-70 
and cognitive avoidance 238-9 
development of 52-4, 243-5 
and emotional avoidance 238, 239 
identifying 234-7 
problems 237-42 
identifying core beliefs 239-41 
and memory modification 273-7 
modification of 266-77, 331, 333-4 
as prejudices 245-50 
prejudicial processing 47 
and religion 244-5 
rigidity of 130-31 
scaling 267-71 
see also adaptive beliefs; family 
values 
unemployment see work 
unimportance see insignificance 
uselessness see mastery 


values 
in therapy x 
see also family values 
vicious circles 5, 23, 61-2, 102-3, 139-42 
in belief maintenance 250-5 
case studies 149-52, 153-4 
choice of examples 143-8 
components of 142-3 
double 148-52 
violence see abuse 


weakness see inadequacy 
well-being therapy 362-3 
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wives see partners effects of persistent depression 5 
women see gender and gender 43-4, 313-14 
work as trigger for depression 52 
beliefs about 43-4, 45, 314 world, beliefs about 45, 51, 129, 130 
working with 313-18 worthlessness see insignificance; 
dealing with problems 334-5 unacceptability 
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